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ABSTRACT 

Due to demographic changes, the numiser of older Americans has risen 

dramatically since the turn of the century. Along with steady improvements 

in longevity, however, middle class elderly perceive themselves to be less 

healthy than their parents. Along with escalating worry over health among 

this group is a diminished tolerance for minor illness, an increased 

expectation for optimal health and the perception that all disease is either 

preventible or curable. This increasing sense of concern coincides with 

escalating medical costs, the rise of managed care and a resurgence of health 

preventive and promotive discourse. 

In the United States, arenas of health promotion and disease prevention 

have followed two paths. One includes the use of screening tests which 

promise early detection and more favorable outcomes from complex 

conditions like heart disease and cancer. The other is individual lifestyle 

modification. Both paths, testing and behavioral change, offer the illusion of 

decreased risks from chronic disease. Since these diseases, however, are hard 

to differentiate from changes related to normal aging, most of these promises 

are incapable of being fulfilled. 

Therefore, middle class elderly are burdened with personal and societal 

blame when they continue to suffer from age related symptoms. Screening 

medical test results, often abnormal in this group, are often followed by 

more intensive diagnostic tests and treatments. These follow-ups are not only 

costly in economic terms but are physiologically and socially problematic. 
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Drug side effects, complications from surgery, infections and a lowered 

quality of life are often the result. 

This ethnographic study of white elderly middle class clients and 

providers attempts to show some lived consequences of our cultural 

discourse about disease prevention and health promotion. Aging has become 

a disease which tums healthy elderly into worried well. 
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CHAPTER ONE 

INTRODUCTION 

Carondeiet Health Care Corporation, owned and managed by the 

Sisters of Saint Joseph of Carondeiet, is the parent organization of Saint 

Mary's Hospital in Tucson, Arizona. Saint Mary's sponsors sixteen 

ambulatory geriatric nursing clinics throughout Tucson and in Green Valley, 

Arizona. These sites are staffed by adult or gerontologic nurse practitioners 

who focus on health education, wellness counseling, assessments, screening 

examinations and laboratory analysis. I have been working as a 

gerontological nurse practitioner in these Wellness Clinics for five years. 

Since the clinics are non-appointment based, consumer demand drives 

the array of services offered. About four years ago, clients from the Green 

Valley clinics began asking for "cholesterol tests." After a short time, the 

practitioners staffing some other clinics noticed a wave of requests for 

cholesterol tests. This was a novel phenomenon to me. I had been working 

on the Navajo reservation for two years and had never ordered nor seen a 

single cholesterol test. In fact, I had neither heard nor read much about 

"cholesterol." This unfamiliarity was about to change. I began to notice 

advertising concerning the cholesterol content of various foods. Both 

popular and professional literature became "saturated" with information 

about monounsaturated and polyunsaturated fats. The American Heart 

Association, of which I was a member, initiated seminars about cardiac risks 
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and cholesterol. In addition, the rapidly growing health promotion and 

wellness movement, (Tesh 1988), added high levels of cholesterol to their 

list of risk factors. Since I was aware that heart disease was the most 

common cause of death among Americans (USDHEW 1979), I believed this 

emphasis was an appropriate strategy for preventing coronary artery disease. 

However, as I read the studies more carefully, I found that high cholesterol 

was correlated only with premature heart disease in males. The clients I 

attended, both males and females, were in their seventies, eighties and 

beyond. Premature did not seem to apply to this group who were too old to 

suffer from early anything! 

I noticed an escalating level of worry among my clinic patients. Clients 

came in for cholesterol tests in order to "know their number." This number 

became, for some, symbolic of health in general. After getting the results of 

the tests, clients would often ask the following: "Is it normal ?" "Is it good?" 

"Is it perfect?" "What can I do to make it perfect?" Later, clients asked for 

more definitive, expensive and sophisticated tests called lipid profiles. These 

serum samples separated the "good" from the "bad" cholesterol. People paid 

out of pocket for a blood test in order to know their "number'" before they 

went to their physicians for the same test! They wanted to know "How bad is 

my number?" and "How can I be really good and get the number down 

before I see my doctor?" In short, clients and practitioners were becoming 

obsessed with cholesterol. 

Bill S. (BS) provides an extreme example of this concem. I first met 

Bill, a 79 year old married male, when he and his wife Ida, were living at the 

Manor at Midvale in Tucson. He was a former bank president from Ohio 
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who had lived in retirement areas in both Florida and Green Valley, Arizona. 

Ida was a retired elementary school teacher. They had two married daughters 

who lived in Ohio. Bill, a slim, articulate man, was fixated on cholesterol. 

He came to our Wellness Clinic weekly to have his blood pressure taken as 

well as every three months to have a lipid profile drawn. Neither his pressure 

nor his cholesterol appeared to require this continued vigilance for they were 

both within a normal range. He was well known to the cook and kitchen staff 

at the Manor because he was obsessed with the fat, sugar and salt content of 

every meal served in the communal dining room. I asked Bill to become a 

participant in this study because he seemed to exemplify an extreme version 

of medicalization and cholesterol anxiety. When I asked him about the 

problems with the food at the Manor, he made the following remarks 

(transcribed data from taped interviews): 

Bill: Do you know what they use down here (the kitchen at the 
Manor)? They use all Kraft's stuff. What they say right on the (label), 
made with lard!! They've been using it for months down there. I've 
been telling them that but they won't change it. I scream about 
different things. They're supposed to be using one percent cottage 
cheese. Also, anything made by Nabisco has got fat in it. They make 
use of lard, always. 

Bill was vocal and exceedingly critical about the diets of many other 

residents, which did not make him a popular luncheon companion. He 

became a self-appointed "diet policeman" at meals and in the waiting room 

of the Wellness Clinic. 

Bill: Why he's (another resident) never even had his cholesterol 
checked and he just goes on and on. He eats everything he wants at the 
table, all the beef he can get his hands on and gravy like mad!! Well, I 
avoid all gravies. It's a big joke at our table. Our waiters will, they'll 
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say, when I order sonnething. They'll say, "Oh, it will be loaded with 
gravy" but it won't. NO gravy and NO sauce. 

Bill became increasingly annoyed at his physician for not "taking serious 

concem" about his state of health. He started physician shopping and 

changed primary care doctors yearly. He began to seek referrals to cardiac 

specialists. To me. Bill was an active healthy 79 year old man. To Bill, he 

was teetering on the verge of a major coronary crisis because of his 

relatively normal cholesterol. He is an extreme example of what, following 

Barsky (1988), I began to call The Worried Well. 

What are some other characteristics of this group? Like Bill, several 

other active and healthy clients came for blood pressure monitoring on a 

weekly basis. Most had normal or moderately elevated readings. Some 

clients purchased digital blood pressure machines while others took massive 

doses of vitamins, lecithin, garlic, fish oils and herbs for "general health." 

These were the people who created "traffic jams in the cracker aisle" while 

they diligently studied the fat and cholesterol content of the Wheat Thins. 

Prevention Magazine (Rodale Press) and Robert Kowalski's Eight Week 

Cholesterol Cure (1987) were required reading to these middle class older 

adults. Symptoms of fatigue, minor aches and pains would send them into 

the internist office for massive diagnostic tests. Some went to "Mayos" (The 

Mayo Qinic) in Scottsdale or Rochester annually for intensive and 

expensive diagnostic work-ups. As a provider, I considered most of these 

elderly clients healthy for their age. 

I became fascinated by this "cholesterol phenomenon." A serum lipid 

became a moral marker that represented self-control and individual 

responsibility. The "cholesterol number" was transformed into an objective 
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indicator of health for some older adults. Physicians and other healthcare 

workers encouraged older patients to monitor their cholesterol, change their 

diets and modify their lifestyles in the name of health promotion and disease 

prevention. Health professionals were contributing to increasing healthcare 

costs bv the medicalization of these middle class, well elderlv. Given this 

scenario, I decided to focus my research upon the following two questions: 

1} Of many possible health issues, how had cholesterol become the 

focus of concern for elderly clients and providers ? 

2) How are health risks of high cholesterol viewed in relation to other 

problems ? 

In order to understand these issues, I decided to interview other 

providers and some clients who came to our Wellness Centers. There is a 

broad range of concerns, behaviors and perceived states of well being among 

these clients. Most lay and professional literature tends to categorize the 

"elderly' as belonging to a homogeneous group. I knew from my experience 

as a gerontologic nurse practitioner, however, that this view was 

oversimplified. Today's senior citizens are a diverse group in terms of age, 

education, fmancial status, lifestyle, health status and experience. Older 

aduhs included working 60 year olds. Jogging 70 years olds. Senior Olympic 

80 year olds and frail as well as active 90 year olds. There are marked 

stylistic and activity differences among the "elderly" as well as a range of 

less predictable decreases in physiological parameters (renal function, blood 

volume and cardiac output). 

Setting of the Study 
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Arizona is aging at a faster rate than many states in the United States 

(AARP 1990). The population of adults over the age of 65 increased by an 

estimated 4.3% from April 1,1990 to July 1,1991. According to the United 

States Census Bureau (1990) figures, this rate surpassed the growth of every 

other age group. State officials link this expansion to a continued influx of 

retirees who have settled in clusters within the state. In America during the 

seventies there was a mass migration of elderly Americans seeking sun, fun 

or both. Between 1975 and 1980,3,000,000 people aged 65 and older, left 

their home for new housing. Of these, half or 1,500,000 migrated to other 

states, primarily Florida, California, Arizona and Texas. 

Arizona officials view this growth as a mixed blessing. The positive 

effect of these retirees and "snowbirds"!, is that many of them are relatively 

well off and bring their money with them. This seasonal population 

expansion stimulates jobs. However, as these retirees age, they face concerns 

about "outliving their money." For the elderly who receive income from 

investment interest, current interest rates remain low while the cost of living 

rises. At present, about 13% of elderly Arizona residents live at or below the 

poverty line. This figure is expected to rise. 

Tocson, the second largest city in Arizona, is fairly cosmopolitan. The 

population consists of Native Americans, Hispanics, Mexican-Americans and 

Anglos. The name is derived from the Native American word "Chuk-son" 

which means "the village of the dark spring at the foot of the mountains." 

Indeed, Tucson is a desert valley surrounded by mountains. The Santa 

! Snowbirds are retirees who leave the snowy northern states and Canada in the winter 
months and fly south for 4 or 5 months. They begin to migrate North in May so they avoid 
the summer heat in Tucson. 
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Catalina Mountains rise to 9,100 feet on the north, the Rincons to the east, the 

Tucson Mountains to the west and the Santa Rita and Sierritas to the south. 

The "Old Pueblo" lies in the zone which receives more sunshine than any 

other section of the United States. With an average high temperature of 81.5 

F. and a low of 54.1 F., it is easy to see why Tucson attracts retired people 

from the northern states (Tucson Chamber of Commerce,1992). Since local 

economy relies heavily on tourism, Tucson has many recreational facilities 

including 13 public and 15 private golf courses, 186 public and 120 private 

tennis facilities, numerous pools and health clubs, miles of trails and 111 

parks covering 25,349 acres. 

Green Valley is a retirement community which is located 30 miles 

south of Tucson, in the Santa Cruz River Valley. Established in March, 1964, 

this unincorporated town was selected as one of the top retirement 

communities in the United States by New Choices Retirement Magazine 

(1992). Green Valley is midway between Nogales, a town on the border 

between the United States and Mexico, and Tucson. The town, approximately 

eight miles long and two miles wide, is run by a Community Coordinating 

Council, a cooperative board of local homeowners associations. Fairfield 

Realty, the major residential developer in the area, supports the concept of 

age segregated housing. One of the owners/residents must be at least 55 years 

old. Dependents under the age of 18 are not allowed in the Fairfield Casitas 

or Villas. Only seven of the 57 Homeowners Association subdivision 

members listed in March, 1993 are open to younger people. However, there 

are families with school age children in both Sahuarita and Continental, 

settlements adjacent to Green Valley. Many of these younger people are 
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employed by the copper mines, by Caterpillar Tractor, by the construction 

industry or by local service facilities. The retiree majority has always voted 

against incorporation. Most residents have a negative view about changes in 

local government. They are fearful of increases in their tax base and the end 

of their middle-class, Caucasian retirement community. Current real estate 

prices range from $24,000 (park models at a small adult mobile home 

community) to $300,000. House rentals range from $300 per month for an 

unfurnished unit to $900 for a furnished winter rental. The wider community 

has a year round population of 20,226. Green Valley has seen a 4% growth 

rate since 1985. 

A demographic survey done by the Green Valley News in February 

1993 found the following population characteristics based on a random 

survey of 500 households within zip code 85614: 

Table 1.1 Green Vallev Demographic Data 1993 
68.5 % of the population is between the ages of 65-80. 
There is an average of 1.75 persons per home. 
63% of the residents live in Green Valley year round. 
53% are female and 47% are male. 
82% own their own home. 

Green Valley is marketed as "not just a retirement community but a whole 

retirement town" (Chamber of Commerce advertisement). With six local golf 

courses, over 25 pool facilities, tennis courts and Green Valley Recreation 

(GVR), it is certainly dedicated to the "active older adult" concept of 

retirement. GVR is a non-profit membership organization that provides 

community-wide sports and recreation activities through four social centers 

and six neighborhood centers. Membership in GVR is based on the deed 

restrictions of each residential property. 
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Within Green Valley, there are two nursing Homes, four affiliated 

medical clinics, six dental offices and four ambulances with trained 

emergency medical technicians. A California-based managed care plan, 

(F.H.P.), has built a comprehensive treatment center for its Medicare 

population. Four large shopping centers have major supermarkets, (Safeway, 

Abco, Fry's and Bashas) and discount department stores (K-Mart, Walmart). 

These malls also provide local employment and are close enough to the 

Mexican border to attract many Mexican shoppers. 

Eight subjects who seemed representative of the demographic 

characteristics of this retirement community, based upon Chamber of 

Commerce data, were asked to participate in this research study. They were 

volunteers and clients from clinics at either the Valley Presbyterian Church or 

Our Lady of the Valley Church. Many of the volunteers were retired nurses 

whose views of health, wellness, prevention and treatment were both readily 

accessible and possibly more sophisticated than the general lay public. These 

female nurses served as community resources in matters of healthcare. 

Therefore, I would be getting both voices, consumer and provider with these 

subjects. Since all the volunteers were female, I recruited males who were 

clinic attenders to approximate the ratio of older males to females (Appendix 

A, Green Valley Survey data, 1988). 

Qinic Sites 

Carondelet Health Ore Corporation, run by the Sisters of Saint Joseph 

of Carondelet in Saint Louis, is the oldest healthcare facility in Arizona. 

Corporate management, seeing an expanding senior population, began an 

active senior marketing plan in the nineteen eighties. In 1987, under the 
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direction of the director of nursing, Phyllis Ethridge, Carondelet Saint Mary's 

initiated an outreach project (Wellness Clinics) manned by adult and 

gerontological nurse practitioners. Walk-in clinics provided community 

access to health evaluation, education and a variety of other services to older 

adults in Tucson, Green Valley and Nogales, Arizona. Health maintenance, 

illness prevention, health risk appraisal and the promotion of a healthy 

lifestyle were emphasized. Currentiy (1994), there are 16 clinics within Pima 

county and one in Santa Cruz county (Nogales). In 1992, these wellness 

centers had 21,205 visits and saw over 6,000 clients. At first the services 

were limited to blood pressure and glucose monitoring, medication review 

and education, ear examinations and cerumen (ear wax) removal, diabetic 

foot care and referrals to other healthcare professionals. Later, the scope of 

the practice expanded to include physical assessments, gynecological 

examinations, extensive laboratory tests and diagnosis and treatment of minor 

ailments at a weekend clinic in Green Valley. 

Nursing professionals, funded under Saint Mary's Nursing budget, 

served as a referral base for the Carondelet system (laboratory, outpatient 

services and physicians). The Wellness Clinics were not allowed to charge 

fees for most activities since they were situated in borrowed spaces in 

churches, community centers, apartments, mobile home parks, and 

Y.M.C.A.s. We^collected fees for all laboratory and cytology examinations 

and utilized Carondelet (either Saint Joseph's or Saint Mary's) laboratory 

facilities. Local physicians sent patients to the clinics for follow-up 

^As both an anthropologist and nurse practitioner, there are often two voices speaking. 
Throughout this paper the use of T, "we" and "they" reflects the ambivalent position 
faced by insiders who study their own culture. 



management. Nurse practitioners in non-rural areas are legally prohibited 

from independent billing to third party payers, so we could not be paid for 

these other services. We accepted voluntary contributions at every site. 

A survey of Wellness clinic data from March, 1988 exemplifies the 

client profile and service utilization of clients within Pima County. No further 

surveys have been undertaken, but the marketing data obtained for a 

Community Nursing Organization Grant project in 1992 revealed a similar 

pattern. (Appendix A) 

As a gerontologic practitioner assigned to staff the outpatient Wellness 

Clinics, I had access to several clinic sites. Heterogeneity between sites 

served to exemplify three general classes of older adults which had 

differences in lifestyle and activity level. I reasoned that the different sites 

might be associated with varying levels of health concern and promotive 

(wellness) health behavior. One of these sites was an adult R.V. Park that 

catered to very active retired people. I christened this the "go-go clinic." 

These "snowbirds" were on the road for several months each year. During the 

time they were at the park, they were busy from morning until late at night 

with scheduled activities within the park. Another clinic served clients who 

were generally older and more frail. This group had selected to move to a 

sheltered apartment complex. I called this site my "no-go clinic." Two clinic 

sites were combined in Green Valley, Arizona to serve an intermediate or 

"slow-go clinic" population. 

The "Go-Go" Clinic Site 
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Voyager Adult Recreational Vehicle Resort, 8701 South Kolb, is 

located just outside the city limits of Tucson. It is owned by N. E. Isaacson 

and Buck O'Reilly of Tucson, and William Pierce of Wisconsin. Manager 

Dick Cady and his wife, Roseanne, live in the park. Voyager, one of the 

largest R.V. parks in the country, was awarded the 1992 National R.V. Park 

of the Year by the 3,000 member Campground Owners Association. The park 

has 1,204 long term sites as well as temporary space for 400 more vehicles. 

The "over night" area is generally full from November to Februaiy, the peak 

season. Of the more permanent sites, 604 are park models (400 square foot 

homes on wheels). These are wider than standard recreational vehicles 

measuring 35 by 12 feet. A standard R.V. is 8 feet wide. Almost every park 

model has an Arizona Room (screened-in porch) as well. Most of the 846 

year-round tenants live in double wide or park model trailers. 

The vast majority, 95%, of the Voyager renters are couples (Appendix 

B). There are fairly stringent criteria for living at this park. Since it is an adult 

park, no one under the age of 21 can live at the Voyager. Children can visit 

grandparents only for short periods during the holidays. Vehicles must be 

self-contained (have a private hook-up), be well maintained and be less than 

10 years old. Average monthly space and hook-up rental fee is $170 per 

month based on a 12 month occupancy. Voyager has two swimming pools, 

two spas and saunas, basketball and tennis courts, a library, a full service 

kitchen, laundromats and dozens of activity rooms. The "things to do" list 

begins at the crack of dawn and finishes late in the day. Voyager has a full 

schedule of classes including pool and land aerobics, line dancing, yoga. 
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painting, lapidary and photography. There is always something doing and 

someone doing it. Voyager is an exemplar of the retired go-go's. 

Twelve percent of the Voyager residents listed their home as Tucson. 

The manager, Dick Cady, surmised that these people were mostly "full 

timers" who lived in their mobiles or working people. The next most 

commonly listed residences were from Michigan (7.9%), Texas (6.8%) 

Colorado (6.7%), Washington (6%), Minnesota (5.4%) Canada (5.3%), and 

Wisconsin (5.1%). As you can see, most of the residents were from the 

"chilly North"(Appendix B). 

I asked eight clients from the Voyager to participate in my study 

(Appendix Q. Four (4) are female volunteers. I recruited clinic volunteers for 

subjects in each clinic site because they were available for continued follow-

up, were often retired healthcare providers and were knowledgeable and 

interested in health matters. At Voyager, however, there was only one retired 

health worker in my informant group, an emergency medical technician 

(EMT). The four other subjects were clinic clients. I recruited one retired 

insurance agent from Voyager because I had noticed the importance and 

discourse about insurance during my conversations with clients and elderly 

friends. Insurance policies, as a method of risk reduction, were viewed as 

preventive health behaviors. One retired engineer was asked to participate in 

the study because he kept the most complete graphic record of healthcare 

(services and expenses) I've ever seen! A retired couple, year round residents 

of the Voyager, were interviewed to elicit views and behaviors of health 

within a family setting. During the course of the study, one of my volunteer 
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informants was diagnosed as diabetic. I followed her rising process of 

medicalization by discussing self-testing protocols and dietetic records. 

The following profiles are brief descriptions of study participants from 

the Voyager Clinic. 

Ilene F. is a 67 year old large boned woman who works as a volunteer 
at Voyager. Generally bright eyed and active, Ilene began to lose her spark 
and weight last summer just before she and Ross left for their cabin in 
Minnesota. She was diagnosed with adult-onset diabetes and spent a rather 
rocky summer. Her blood sugars were not easily controlled on the oral 
medications so she is taking insulin. The bouncy Ilene is gradually "coming 
back" and she has resumed many of her activities, (bowling, walldng, and 
volunteering), this winter. 

Corinne H. is a 72 year old retired school teacher who lives full time at 
the Voyager with her husband Edward and son. Charlie, the youngest of her 
four children, is a very obese 35 year old with Down's Syndrome. His sisters, 
married with children, live in Northern Maine. Corinne, Ed and Charlie 
moved here after she and Ed retired. She does not socialize much with the 
other people in the park because Charlie does not respond well to strangers, 
but she and Ed act as hosts at various campgrounds around the country during 
the summer months. 

Edward H., Corinne's husband, is a 72 year old retired paper mill 
chemist and former high school principal. He has that wonderfully dry 
"Down East" sense of humor. He suffers from rheumatoid arthritis but has 
felt much better since moving to Tucson. Ed worries about placement for 
Charlie as he and Corinne are "not getting any younger." He drove to Maine 
in the summer to "do some preliminary scouting" for facilities near his 
daughter. He is disappointed that none of the children really wants to deal 
with Charlie. He swims, walks and 'Tixes everything." 

Hollis H. is an 84 year old retired mechanical engineer from New 
Hampshire who lives part of the year at Voyager. His first wife died and 
Hollis married a divorcee with an adult son. About four years ago, Hollis 
noticed that his wife, Elaine, was forgetting things. She was unwilling to go 
to a doctor for she "felt fme", but Hollis and her son disagreed. Last summer 
they consulted a neurologist who gave them a very vague diagnosis. This 
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"diagnostic run-around" has annoyed Mollis, who wants concrete facts. He is 
a very methodical man who would prefer life to be predictable and orderly. 
He is always involved in some project around the park. 

Shirley S. is a 66 year blood pressure volunteer at our afternoon clinic. 
She is a frustrated nurse who marri^ Ted when she was 17 because "it was 
wartime and you did things like that." She couldn't attend nursing school but 
took Emergency Medical Technician (EMT) and paramedic courses at her 
local fire department. Shirley has an extensive medical and surgical history. 
She returns to the Mayo Qinic in Rochester for her yearly "check-ups." 
Shirley suffered a heart attack and acute pancreatitis while still in her fifties. 
She has undergone multiple orthopedic procedures for leg and back injuries 
over the past three years. Despite this, Shirley is a warm, religious woman 
who remains optimistic and involved. She teaches arts and crafts to 
handicapped children in Peoria, Illinois during the spring and summer 
months. 

Edith V. is just about the perkiest 77 year old that you would ever want 
to meet. To look at her, you would never know that she had a care in the 
world. However, both her dad and brother were "functioning alcoholics" and 
her only daughter is recovering from "being hooked on Equinal." Edith is a 
sturdy little woman, but worries about her husband Bill. He had minor heart 
problems last year, but continues to play tennis. Edith volunteers at the clinic 
and works in the Voyager post office as well. She is another "crafty lady" 
who makes and sells feathered scarves at local fairs. 

Marty W. is a 70 year old retired insurance salesman from upstate New 
York. He and his wife Sue, sold their home, bought a park model and became 
full timers at Voyager this year. Marty has mild diabetes and hypertension. 
Both of these are probably due to his excess weight but he has an aversion to 
diets. This year has been a busy one. He has been back and forth to New 
York to move their divorced daughter and grandson into her new house. He is 
"just settling into that retirement life" and is a very friendly, outgoing man 
who should do well at the Voyager. 

Betty W. is a 65 year old retired stewardess and sales support manager. 
She is an afternoon volunteer at our clinic. She and her husband Frank have 
the best supply of on and off color jokes of anyone I know. Frank is a 
bilateral amputee with diabetes who retired from a local copper mine. They 
live year-round at Voyager but bought a little trailer near Greer for "a 
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summer hideaway." Since Frank no longer drives, Betty wanted a place that 
would be easy for "wheelchair camping." 

The Slow Go Sites 

Unlike the more active retirement lifestyle at the Voyager, some of our 

clinic attenders, (generally older), lived by themselves in a conmiunity setting 

but had less mobility than the retired mobile home residents. I called this 

portion of the clinic population the "slow-go" sites. They are the following: 

Villa Serenas (8111 East Broadway, Tucson) Villa Serenas is a resort 

apartment complex. Renowned for its lush landscaping, the Villa has four 

separate buildings on twenty acres on the east side of Tucson. Although Villa 

Serenas has been heavily marketed to snowbirds from the East, there are 

young families and military personnel living in each complex. Every building 

has individual activity rooms, swinmiing pools, Jacuzzis and laundry 

facilities. There are age restrictions on the use of some recreational areas, 

however. The pool is reserved for people over the age of 16 in the evenings 

and on weekend afternoons. No one under the age of 17 is allowed to use 

either the exercise or steam room. Rents for the furnished and unfurnished 

apartments start from $335 per month for an unfurnished studio apartment 

and increase to $675 per month for two bedroom, two bath apartments. All 

units have dead bolt locks, intercoms, video security and a guard for security. 

Villa Serenas has overnight or motel accommodations, most with full 

kitchens, that include maid service. There are a significant number of Jewish 

tenants at The Villa who came from the East Coast and Canada. For that 

reason. Villa Serenas is the only apartment building in town that sports both 

an electrified Star of David and a Christmas tree on the roof. 



30 

The Wellness Clinic, now located in the commercial area, has been 

open for about five years. I have been the practitioner in charge of this site for 

the past three years (1991-1994). During that time, I have seen these residents 

"age in place." Since Villa Serenas is an apartment building, there are no 

provisions for tenants who develop health problems or become increasingly 

frail. The management has been trying to revamp Villa's image and attract 

younger renters. The "grey image" persists, however. The majority of the 

tenants remain widows and retired couples. The monthly list of activities 

includes movies, bingo, chair exercises, a singing group called The Villa 

Voices and oil painting classes. These are sedentary pursuits rather than 

examples of either the %o-go retirees or young singles. 

I chose three women from this site to participate in this study. All 

worked as volunteers at the clinic every Wednesday moraing. A brief portrait 

of these volunteers follows: 

Liz K., a slim, nervous widow was bom in Chicago. Both her mother 
and sister lived at Villa Serenas so Liz and her husband moved here from 
California. Her mother and husband were buried in the same year. Rather 
than returning to Chicago, Liz remained near her sister. She had one son, 
Albert, and three grandchildren. Liz was a quiet, gentle woman who wrote 
poetic letters to her family and friends. She was extremely health conscious 
about her cholesterol. She ate a stringent low fat diet. Late last year, she was 
diagnosed with a blood disorder that required her to have frequent 
transfusions. Liz was found dead in her apartment on December 5,1992. We 
were all saddened by this loss. 

Micki S.. a sturdy looking 78 year old, deals with several problems. 
Her husband, Sam, a retired electrician, has Alzheimer's Disease. At present, 
he doesn't even remember how to change a light bulb. Although two of their 
children live in Tucson, Micki doesn't want to "bother them with Sam 
because he requires so much care.".After a great deal of encouragement from 
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family and friends, she takes Sam to Handmaker^ for respite day care. In 
addition, Micki suffers from chronic back pain and has undergone the "full 
diagnostic thing at Mayo in Scottsdale" with no real improvement in her 
symptoms. She "keeps up as well as possible", however, and is a kind, caring 
woman. 

Rose S.. a former social security employee from Baltimore, just 
celebrated her eighty fifth birthday with " a surprise buffet" at the Villa. Her 
husband, Al, was quite a bit older than Rose, so she has been a widow for 
over 20 years. Rose and Al had two sons. Their oldest, Larry, is a 63 year old 
teacher in Tucson. Joel, the other son, was a sickly child. He died when he 
was just 14 years old. Rose never really recovered from his death, although 
she has grandchildren, great grandchildren and lots of friends. Rose is an 
active and generous member of several religious and social organizations. 

Valley Presbyterian Clinic Valley Presbyterian is one of the largest, 

most affluent and socially active churches in Green Valley. This was our first 

clinic site in Green Valley. It continues to be quite busy during the winter 

season. The clients that come to this site are neither continuously active nor 

home bound so I felt that this was an intermediate clinic in terms of both 

health and activity. I called this my "slow-go clinic." One of the women is a 

retired nurse who takes blood pressures for two clinics in Green Valley. Since 

all volunteers were female, I also selected and interviewed three males who 

were fairly regular attenders at the Wellness Center (Appendix C). 

A brief profile of the subjects follows: 

JeanC. is a volunteer at the church office in one of our clinic sites. 
She and her husband Tom moved here from Wisconsin after he retired from 
Dow Chemical. Although she is only 72 years old, Jean has daughters who 
are 47 and 49. She and Tom bought a year round home in Green Valley but 
they travel to cooler places for the summer. They often stay with an old 

^Hamdmaker Jewish Service Center for the Aging, on Grant Road, offers inpatient and full 
day respite care for older adults. 
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friend, their former physician, in Wisconsin and then visit the children in 
Michigan and Oklahoma. Jean and Tom are active and involved members in 
the Presbyterian church. They are better than average, avid golfers. 

Alice H. was a volunteer for our clinic. She was an 82 year old retired 
librarian whose organizational skills were appreciated. She had suffered a 
heart attack in 1980 but her health was geneikly good. Her husband, a very 
frail looking man, was her major concern. Ed was recovering from a parotid 
malignancy when Alice was found dead in 1993. It was a sad and shocking 
event for all of us. 

lona L. is a 71 year old retired registered nurse who takes blood 
pressures at our clinic as well as for Friends in Need. She is quite 
knowledgeable about herbs, vitamin supplements and non-traditional medical 
treatments. lona has always been interested in exercise and physical fitness 
and is currently enrolled in a swim and stretch class at the recreation center. 
She grew up in Douglas, Arizona but moved to Wisconsin after her marriage. 
However, she always planned to retire somewhere in the Southwest. She and 
her husband moved to Green Valley because some close friends and 
neighbors from Wisconsin built a home here in 1985. 

Gladys M.. is a volunteer at the Presbyterian Church as well as the 
Carondelet Medical Mall Qinic. Gladys is a 76 year old diabetic widow. She 
has neither accepted nor adjusted to the death of her husband and can't speak 
his name without crying. Gladys hasn't felt well this whole year. She had a 
"minor heart attack", multiple anginal episodes and problems with her blood 
sugar. She still plays bridge every weekday afternoon with women friends, 
however. Gladys complains about being lonely at night and on weekends. 
Green Valley is "a couples" town and they don't invite single women for 
dinners and parties. 

Jean S., another volunteer, is from Pennsylvania. This past year has 
been physically tiring for this 76 year old. She had a permanent colostomy 
when medical treatments for her colitis were unsuccessful. Nevertheless, she 
and her husband, Howard, resumed their three day a week golf schedule this 
summer. After Howard took an early retirement, they visited many Sun Belt 
communities before they chose Green Valley. One divorced daughter plans to 
live in Phoenix when she graduates from law school. 
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Warren S. ,71 years old, always has a joke, generally one about 
"Green Valley folks with the C.R.S. Syndrome" (Can't Remember Shit). His 
first wife died from multiple sclerosis, but he and his second wife Betty have 
been married for over 20 years. They have no children but share their home 
with "elderly kitty cats." Warren retired from teaching and then worked at 
Pima Savings in Green Valley for a few years. He runs the cancer support 
group and "works out" at the rec center three times a week. 

Leslie (Les) T.. a slim, handsome man, is also 71 years old. He and his 
wife Marcella, a clinic volunteer, live on a five acre ranch near Green 
Valley. Les works around the house, does mechanical work for himself and 
the neighbors, and tends a huge garden. He has been treated for intestinal 
polyps,(a pre-malignant condition), and high cholesterol but Les is constantly 
active and very healthy. 

Bill W. is a small and quiet man who has been treated for depression 
over the last five years. He and his wife are not "cocktail party types like 
most of them here in Green Valley" but he is a member of several clubs. Bill 
walks two miles a day and does stretching exercises for his back as part of his 
"concern with fitness." He takes over-the-counter herbals and vitamins for 
his blood pressure and cholesterol. 

The No Go Clinic Site 

The Manor at Midvale, 6250 South Commerce Court. The Manor at 

Midvale is a Holiday Retirement Corporation Conmiunity in Midvale Park. 

Holiday buys and runs facilities for "the well elderly over 70." Currently, the 

company owns and /or operates 94 retirement complexes and is the largest 

operator of retirement rental homes in the United States. Holiday entered the 

retirement/healthcare industry in 1969 and has built more than 80 residential 

apartments in the past twenty years. Owned by Colson Construction of 

Salem, Oregon, the corporation hires regional managers to oversee the 

operation of several facilities, a corporate dietary director, resident relations 

directors, resident health services coordinator (a nurse) and a regional staff 
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for marketing, personnel and maintenance (Holiday marketing brochure). 

Holiday markets their complexes as "Full Service Retirement Communities" 

which provide emergency call systems, weekly housekeeping services, major 

appliances, parking, meals in a common dining area, scheduled tr^sportation 

and 24 hour, on-site staff support. Each facility offers a variety of on-site 

social and recreational activities for residents and none charge a yearly or 

monthly maintenance fee. Holiday owns four complexes in Arizona: Sun City 

West, Peoria, Phoenix and The Manor in Tucson. 

The Manor has four separate two-story buildings connected by covered 

walkways. Building Four, the "Cat House," is the rental unit for small pet 

owners. With a private entrance to the exterior, rentals range from $1045 for 

a one bedroom to $1195 for the two bedroom apartments. All have fully 

equipped kitchens. Several have been modifled for handicapped tenants. 

Monthly rent includes utilities, three meals a day, weekly housekeeping 

services, scheduled activities, local transportation in the facility van, use of 

the pcol and Jacuzzi and planned outings with the activity director. Medical 

appointments have priority for van scheduling and two days are set aside for 

physician and out-patient visits. Unlike the Voyager, the activity rooms at 

The Manor are often empty. Residents who are unable or unwilling to eat in 

the dining room can have meals delivered for an extra fee. Since the Manor 

lies about fifteen minutes from both Green Valley and Tucson, the managers 

advertise heavily in the Green Valley paper. This complex is seen as an 

intermediate residence for those who have ties and friends in Green Valley 

but need/want to have more access to downtown Tucson. After Holiday 

purchased this complex, resident managers and co-managers lived in building 
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three. This is perceived to be an additional security measure by the tenants. 

Others include emergency call systems in each apartment (bedroom and bath) 

as well as an intercom system linking every resident to the on-call manager. 

Currently, The Manor has 140 residents ranging in age from 64 to 99. 

Table 1.2 Population of the Manor at Midvale 

Total renters at The Manor at Midvale = 140 
Feiiiales= 99 (71%) 
Males=41 (29%) 

Couples=25(36%) 
Singles=90 (64%) 

Single Females= 74 (82%) 
Single Males= 16(18%) 

Average Age (Congregate) = 81.47 
Males= 81.75 
Females= 80.55 

Certainly, this group of elderly differs significantly from the go go's at 

the Voyager. The rental agreement states that you must be above age 55 and 

be capable of living independently. The average age is much higher, as 

above, and several renters are in their nineties. Some of the residents have 

nursing aides or live-in care givers. The criteria of functional independence, 

therefore, is often overlooked in the interest of occupancy and potential 

residents are not evaluated for physical and mental impairments. There are 

more home bound and handicapped dysfunctional elderly residents at the 

Manor and the turn-over rate is high. In the month of October, 1993, eight 

new residents were transferred to boarding or nursing homes. There are over 

a dozen unoccupied apartments at present (personal communication. Manor 

management staff, 1994). 

Eight Wellness participants representing the no-go's are included in 

this study (Appendix Q. Three residents are legally blind but live 
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independently. Two couples were included to compare health concerns 

between partners. Two retired health workers are included in the study. One, 

a retired practical nurse, volunteers to take blood pressures. Another client is 

a retired dental technician. The remaining subject serves as an exemplar of 

cholesterol concern among the elderly. Brief profiles of the subjects follow. 

Bob C. is a heavy set man who looks younger than his 75 years. He 
was a salesman and continues to have a ready line of banter. He had two 
children but one of his sons died in 1987. A few years after the death of his 
first wife. Bob began a "long distance courtship" with Maurine. They have 
been happily married for several years even though they have had bouts of ill 
health during that time. Bob, a former three pack a day smoker, underwent a 
bypass graft in 1983. He is taking several medicines for gout, chest pain and 
cholesterol. The real joy of his life is the little dog that he saved from the 
pound a year ago. 

Maurine C. Bob's wife, is a frail 86 year old woman. She is legally 
blind from macular degeneration but twice a day walks the dog under the 
covered walkway. Maurine was a healthy young woman but has declined 
both physically and mentally over the past few years. She had a bypass 
operation in 1979 as well as a radical mastectomy and chemotherapy in 1990. 
Maurine, a quiet woman, often talks about "life as a burden." Last year she 
decided that the doctor was "keeping me alive with all these expensive pills" 
so she refused "those heart pills." Maurine does take an occasional 
tranquilizer and sleeping pill. 

John H., age 76, who is legally blind, has an apartment which is full of 
ingenious adaptive aids. Unable to see the clocks, he has an audible alarm 
which tells the time. One entire room is devoted to his C.B. radio and 
computer equipment John went through Ford's Automotive Apprentice 
Program and worked as a pattern maker in Cleveland. Later, he went to 
pilot.training on the G. I. Bill and worked for Lear Corporation in Florida. He 
has "always been handy". Although he has two children, John sees them 
"only when they want some money." His first marriage ended in divorce and 
his second wife died when she was only 62. John has a raunchy sense of 
humor which annoys more than a few of his fellow tenants but he "could care 
less." 
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Eleanor H.. a heavy 89 year old insulin dependent diabetic, uses a 
motorized cart for traveling around the Manor. Since she never drove a car, 
Eleanor has significant spatial problems when she reverses that cart. Since 
she has run into and over several of the slower residents, they now clear a 
path for her in the dining room. Eleanor worked in a religious halfway house 
before her marriage to Rollin. After the three children were bom, she worked 
in a doughnut shop that she and Rollin owned in Palo Alto, Califomia. She 
has been in Tucson since 1951 because her only daughter, Judy, lives there. 

Rollin H. is a bright eyed 93 year old. He retired from an engineering 
career and then opened a very successful doughnut shop which he ran for 
several years. After moving to Tucson, he rented and maintained a fairly 
large house and garden. He began to have visual field deficits caused by 
fairly severe macular degeneration. About three years ago, at age 90, he 
failed his driving test. At that time his daughter Judy suggested Rollin and 
Eleanor move to the Manor. Midvale was close to Judy's house and the 
facility provided transportation for shopping and medical appointments. 
Other than his vision, Rollin was a very healthy man until he had a slight 
stroke last July. Since then, the upkeep of the apartment he and Eleanor share 
has disintegrated. Papers and unpaid bills lay over the floor. Rollin says he is 
managing *to keep up with things" but Judy needs to come and supervise 
things for her parent more frequently. 

Barbara L.. a retired dental hygienist, is a die-hard Red Sox fan. This 
82 year old moved up from Green Valley, but was bom and raised in 
Massachusetts. Barbara lived and worked in Washington, D. C. After her 
husband died, Barbara came to visit a cousin who had purchased a casita in 
Green Valley. Barbara bought the casita next door and she and her cousin 
became "snowbirds." They came for the winter and returned to Arlington for 
the rest of the year. Two years ago, Barbara found her cousin lying dead on 
the casita floor. She said that "it was just like being a widow all over again." 
About six months later, she moved into the Manor, but still shops and goes to 
church in Green Valley. 

Theresa P., a 68 year old retired practical nurse, was a volunteer at the 
Midvale Wellness Qinic even before moving to the Manor. When her 
husband E)on became wheelchair bound, she sold their mobile home and they 
moved to the Manor. Since that time, Don has been in and out of the 
Veteran's Hospital for severe cardiac problems. Both Theresa and Don derive 
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solace and comfort from their fundamentalist religious beliefs. Theresa, 
generous with her time and nursing skills, is often asked to "check on other 
tenants". She refers many clients to the clinic for follow-up and observation. 

Evelyn R.. came to the Manor from Arkansas to live nearer to her 
daughter. Although legally blind, this 93 year old has taken classes from 
Tucson Association for the Blind and continues to manage all her own 
affairs. Her two grandchildren, a massage therapist and an agronomist, come 
to visit every week. Evelyn and her daughter visited elder hostels last summer 
but she says 'Tm really too old for this sort of thing, sleeping on those hard 
cots, no bathrooms, and it was cold." She is a kazoo player for the band at the 
Manor (The Rhythnnaires). 

Bill S. and his wife Ida lived at the Manor for about three years before 
moving back to Ohio last April. They wanted to be closer to their only 
daughter. After about six months in Ohio, however. Bill and Ida returned to 
the Manor. This 82 year old retired bank president is an extreme example of 
"the worried well." He confronts the chef with complaints about the sugar, 
salt and fat content of each meal. He gives "spontaneous nutritional lectures" 
to his table companions. These "seminars" are not well tolerated by either 
residents or management. Bill and Ida came "up to the Manor from Green 
Valley" when his vision became problematic. He maintains an Arizona 
driving license after failing his Ohio vision test, and still goes to Green 
Valley for shopping and golf. 

Carondelet operated a clinic at the Manor until October of 1991. 

Initially open to the public, the Wellness Clinic was marketed as a benefit to 

attract new residents. After most of the apartments were rented, the owners 

requested a residents-only clinic. Therefore, in 1990, the Director of Nursing 

Services at Saint Mary's negotiated a service contract with the Fountains 

Management. Services were expanded to include physical and cognitive 

screening services, home visits, medication set-ups, referrals and Carondelet 

Home Health Services. These features made the Manor a unique Wellness 

site. After a year, this contract was not renewed since Holiday Corporation, 

the new owner, did not employ practitioners in other retirement apartments. 
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Appendix D reviews the political changes at the Manor. When the Wellness 

Clinic closed, a private health agency, Kimberly, volunteered to operate a 

weekly blood pressure screening clinic. Many providers, including 

Carondelet, use similar strategies to market physician, diagnostic or home 

health referrals. The present clinic, "Ask a Nurse," is open one morning a 

week for blood pressures. 

Non-Clinic Interviews 

I recruited my flrst informants from among Wellness Qinic clients and 

volunteers. Later, I realized that people who attended out-patient clinics 

might be more concerned about their health than others of similar age and 

socioeconomic status. I interviewed three other adults, therefore, who did not 

attend any local clinics (Appendix C). One was a women who belonged to 

the local recorder society. The two others were my in-laws. My father-in-

law, a diabetic, became ill when he was visiting. He received emergency 

medical treatment from Saint Mary's and I was able to obtain copies of all 

his records, tests, examinations and follow-up medical surveillance. My 

interviews with my mother in law provided the worried care-giver aspects of 

health and wellness. Brief portraits of these informants follow. 

Grace G. is a 77 year old retired social worker. Married late in life to a 
physician she has been widowed for over 20 years. Grace is a recorder player 
and avid bird watcher. She travels around in her Volkswagon Van and does 
bird banding both in the Southwest and South America. She is on 
replacement thyroid medication but even that is "too much." She has a 
wonderfully unkempt but prolific vegetable garden in her backyard. 

Ann L. is a bouncy, slightly overweight 70 year old. She retired at age 
65 from the postal service, where she worked the night shift. She takes great 
pride in her four children, her six grandchildren and her home. She comes 
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from a large Italian family and most of her siblings are healthy and well. 
Ann takes medication for hypertension and thyroid replacement but is active 
and healthy. She and her husband Joe had been married over 40 years. 

Joe L. was a slim, handsome 69 year old retired prison warden. He 
started as an industrial arts teacher in the New York State Correctional 
System. After several promotions, he became an administrative warden at 
Great Meadows Facility in Comstock, New York. Joe could and did fix or 
build just about anything. After taking an early retirement at age 62, he 
became an avid golfer. Joe was diagnosed as a diabetic in his early sixties 
and began having complications associated with this condition. His vision 
failed and he developed heart disease. He died shortly after his sixty ninth 
birthday from severd strokes and heart failure. 

Current Providers 

My perspective was changing from a biomedical provider into an 

anthropologist/provider. Therefore, I realized the necessity of obtaining 

relatively unambiguous biomedical interviews with other providers. Over the 

past years, I had read and thought about our medicalization of these middle 

class Caucasian elderly. How had the numerical representation of cholesterol 

come to exemplify health to the elderly and the providers? It is the 

professionals who order, diagnose, interpret, treat and counsel these clients. 

Therefore I felt it was important to recruit providers who deal with older 

adults in Tucson, Green Valley and Nogales, Arizona. I interviewed nurse 

practitioners, physicians, and laboratory personnel. With 10 informants, I 

conducted formal taped interviews. I included myself in the nurse practitioner 

data since in the process of interviews with other providers, personal thoughts 

and biases were transcribed (Appendix C). Other, less formal, material is 

included from field notes gathered during conferences, at lunch, and at 

medical occasions (social and professional). The profiles of the formally 

interviewed providers are as follows: 
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Charles G (M.D.). a board certified internist, works for El Rio Health 
Care. He is a self-labeled "gatekeeper" for that health care system. Charlie 
carries a case load of primary cardiac patients and staffs the intemal medicine 
walk-in clinic. El Rio Clinic provides health services to low income, 
managed care patients. Many of these clients are Hispanic diabetics with 
heart disease. Charlie and his wife, Eileen, a nurse midwife, worked for the 
Indian Health Service in Chinle Arizona before moving to Tucson. 

AmvG. (B.S.N, A.N.P.) is a nurse practitioner who graduated from 
the University of Arizona's certificate program. She worked in the Wellness 
clinics and was actively involved with the Conununity Nursing Organization 
(C.N.O.) Grant Program. She worked for Saint Mary's Hospital on a general 
medical floor and in rehabilitation before her practitioner studies. In 1994, 
Amy left Carondelet and began working for a physician in private practice. 

Nancy K. (B.S.N.) works in an intensive care unit at University 
Hospital. She was employed as a landscaper and later as a dialysis technician 
while she studied nursing at the University of Arizona. Nancy has a Master's 
degree in Anthropology and did Held work in Belize before attending nursing 
school. Nancy's mother is a nurse and one of her sisters is a physician so she 
is "surrounded by medical people." 

Gerri L (Ph.D, R.N.) is a nurse researcher at Saint Mary's Hospital. 
She oversees and directs all clinical nursing projects. The C.N.O. grant 
project is one of these. Gerri is also involved in qualitative research about the 
impact of multiple sclerosis on the lives of patients and families. She 
maintains her clinical skills by working as a nurse case manager for 
Carondelet. 

Micki M. (A.D.N., A.N.P.) went to Pima College for her entry nursing 
program and later graduated from the Veteran's Hospital Practitioner 
Program. She was one of the first practitioners to be hired for the Wellness 
Clinics. Before that, Micki worked for Carondelet Hospice. She is the 
divorced mother of two adult children. The youngest, Erin, is 
developmentally disabled and lives in a foster home. Micki bought a home in 
Saddlebrook, a "community of active adults north of Tucson" but moved 
back to town when her Chronic Fatigue Syndrome became worse. 
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Janet P.-L. (M.S.N.. G.N.P.) is a nurse-anthropologist. Her initial 
nursing studies earned her a diploma from a hospital based school of nursing. 
Jan returned to school for a B.A. in Natural Science, a B.S.N, and a combined 
Master's and Practitioner program. She worics in several Wellness Clinics in 
both Tucson and Green V^ley. She is also responsible for health screening 
physicals (Hughes Aircraft and fee-for-service). These past four years have 
been her only outpatient experience as most of her previous nursing 
employment has been intensive care, emergency units and nursing homes. 
Last year she began working part-time at the C^ondelet Holy Family 
Nursing Home in lieu of the out-patient clinics. 

Elaine R.. (M.S.N., A.N.P.) is a new graduate from the University of 
Arizona's combined Masters and Practitioner Program. She worked in 
intensive care units in New Jersey and Tucson before coming to Saint 
Mary's Hospital. She was employed in intensive care while she studied and 
later came into the Wellness Centers. Before becoming a nurse, Elaine was 
both a beautician and dietician. After her only son graduated from high 
school, got a football scholarship and moved to Wyoming, Elaine moved to 
Colorado with her boyfriend. 

Beth S. (M.S.N., A.N.P.) graduated from Arizona State University's 
combined Master's- Practitioner program. Before coming to the Wellness 
Clinics, Beth worked for the public health department as a primary care 
provider in the reproductive clinics. She is very active in national, state, and 
local nurse practitioner organizations. Beth also serves as a nurse practitioner 
representative in F.DA. evaluations of over-the counter medication. 

Marianne W. (M.S.N., F.N.P.) graduated from the University of 
Arizona's family nurse practitioner program. She worked for the Wellness 
Centers at Voyager as well as Student Health Services for the University of 
Arizona. Prior to these places of employment, Marianne worked for various 
Planned Parenthood Centers around Tucson. Mariarme provides the 
practitioner group an additional perspective from her experience with young 
people's concerns and health problems. 

Betsy W. (B.S.N., A.N.P.) is employed at a primary care clinic in Casa 
Grande where she works in the office and sees patients at the local nursing 
home. She worked for various Wellness Qinics at Voyager and in Green 
Valley. Betsy is a member of the Holistic Nurses Association and is actively 
involved in alternative healing strategies. She studied Jin Tsin and Crystal 
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healing as well as massage therapy. Betsy sees private patients in her home 
and teaches classes in physical and spiritual hewing. 

Methodology 

It is estimated that 90% of all social science research projects use 

interview data. Interviews are central to Anthropology. The validity of a great 

deal of what we believe to be true about humans and the way we relate to one 

another hinges on the viability of the interview as a methodological strategy 

(Briggs 1986). 

Since my educational and vocational background was known to clients 

and other providers, it was expected that I would be interested in "medical 

things."" Therefore, I had inunediate access to conversations about 

cholesterol, medicines, treatments and other healthcare concerns. Being a 

"native" has its own problems, however. People who work at anything for a 

long time may lose sensitivity to common and recurrent experiences (Agar 

1980, Bernard 1988, Fetterman 1989, Spradley 1979). This is the "Well, 

everybody knows this. It really isn't very interesting. So what! " feeling. In 

any culture, an outsider has the advantage of seeing/or the first time. It is 

difficult to maintain and retain freshness and novelty of situations after years 

of partial listening to patients. In routine clinic encounters, I paid attention to 

clinically important things only. It has been hard to step outside my clinical 

and medical perspective and to listen without becoming my own interpreter. 

The transcription process forced me to reread personal statements during 

these interviews so some of my medical assumptions became obvious. 

Biomedical peers weren't helpful in illuminating implicit medical and 

scientific assumptions for me since we shared so many of them. Therefore, I 

discussed ideas and interview data with "strangers to both cultures" 
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(Biomedicine and Anthropology). One of these reviewers, Jill Booker, 

obtained her PhD in Psychology from the University of Arizona. She listened 

to my ideas about medicalization, cholesterol and anxiety. She asked 

questions that I had never entertained and pointed out medical jargon which 

needed to be defined. 

A common question about all ethnographic and long terms studies 

involves decisions about objectivity. The researcher becomes part of the 

process, not only asking the questions but also entering into relationships 

with informants. For clients, I function in many roles (nurse practitioner, 

teacher, advisor, friend, food shopper, bill payer, counselor and advocate). 

These roles flow and blend, and it is very difficult, if not impossible, to 

separate them since they are all contained within one "body." To other 

professionals, I am seen as a good friend, a co-worker, a graduate student, a 

medical-anthropologist, a smart nurse who knows a lot about physiology, 

and, at times, a troublemaker. Therefore, these opinions and aspects are 

included in every setting. My biases and personality are ever present but the 

emphasis changes with each situations. This may help to explain why the 

voice of this dissertation shifts from I to we to they. I have chosen to use 

these different stances to illuminate the ambiguity of researchers who study 

their own culture. I am a middle class white person, similar to both client and 

peer informants. 

Before the first interview, I tried to get an updated demographic data 

sheet available for each client. I used the entry form, Carondelet Wellness, 

(Appendix R) that is given to ail new clinic patients. This includes 

information about the following: current health problems, medications. 



45 

family history and past medical history. In addition, these forms require the 

usual information needed by the health system (date of birth, insurance and 

supplement, marital status, next of kin). Unfortunately, I didn't obtain formal 

demographic data from the providers at the initial interview. In retrospect, I 

should have used the same procedure with every informant. I had to retrieve 

the provider information in piecemeal fashion. Future research procedures 

will be modified. I am instead going to obtain similar demographic 

information from clients and providers at the first interview. This will 

simplify between-group comparisons about the following: family history with 

ideas of genetics, recorded diets with observed lunches, and recorded lists of 

healthy behaviors with observations. I did recover this information in 

informal ways but it would have been simpler if the providers completed the 

demographic forms prior to the formal interview. 

At the time of the initial interview, I asked each interviewee to sign a 

Research Participant Consent Form (Appendix T). I began taping (micro-

cassette recorder) only after the completion of these papers. During the taped 

interview, part of the time was spent filling out the risk measurement tool. 

Client informants were asked to complete the American Heart Association's 

Risk Analysis Tool (RISKO, Appendix S). This particular risk assessment 

requires measurements of total serum cholesterol, weight, height and blood 

pressure. Since the clinic charts contained this medical information, I used 

the most current clinical data for the RISKO. All our clinic charts contain 

copies of all clinic-generated laboratory data. Community Health Center 

(CHC) laboratory work is sent to Carondelet Saint Joseph's or Saint Mary's 

clinical laboratory facilities. Each client is weighed at each visit on a 
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platform-beam scale with movable weights. To decrease variability, they are 

weighed wearing indoor clothes and without shoes (Frisancho 1993). Clinic 

volunteers, often retired nurses, take routine blood pressures at each clinic 

visit using a standard mercury manometer and stethoscope. 

During the Hrst formal interview with client informants, I asked open-

ended questions. I then followed up with more specific questions if the 

responses were unclear or seemed to need expansion. However, included in 

the interview, I began with a review of the health risk appraisal (RISKO). 

During this early part of the interview, I would ask clients questions such as 

the following: "What does a risk of 'x' mean to you?" (using their individual 

score on the RISKO). These specific references seemed to generate more 

focused dialogue about personal risk perception in relations to their blood 

pressure, weight and serum cholesterol. 

All interviews were taped and transcribed. Each informant survey 

lasted from one to two hours. The time included set-up, demographic review, 

obtaining the consent, and the interview itself. Most clients were seen in 

their homes while practitioners were often interviewed after work at various 

clinic sites. 

Many of the non-provider study participants were interviewed a second 

time. This interview was conducted after the first had been transcribed. 

During the second taping, I asked more specific questions, followed up on 

earlier statements and assessed their current health status. Since the 

volunteer informants were generally available at these clinics, I talked to 

them frequently. I didn't feel it necessary to tape these conversations but did 

follow up on more general health concerns. Three of the female volunteers 
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were retired healthcare providers, (two nurses and an emergency technician) 

and could provide some sense of the revisions in medical care. Other clients, 

selected for particular reasons, (a retired insurance agent, clients with 

diabetes or other chronic diseases) were formally interviewed a second time 

if they did not attend clinics on a regular basis. I have followed these clients 

for over four years. 

The ten providers signed the consent before the taping began. They 

were asked open-ended questions about cholesterol as they reviewed the tool 

(RISKO). I presented the RISKO tool to other providers as an example of 

what the "study subjects" were given although I used the tool for both groups 

as a dialog generator and an "objective biomedical indicator" of cardiac risk 

status. I asked the physicians, nurses and nurse practitioners the question 

"What does a risk of 'x' mean to you?" as well. With providers, however, I 

asked additional questions about formal and informal criteria for risk 

evaluation, preventive therapies and treatment schedules that might be 

dependent upon the perception of cardiac risk. Since the providers didn't 

have clinic charts, they were told to bring their most recent laboratory tests, 

blood pressures and weights. Three providers did not know their height, 

weight or blood pressure so I personally measured these parameters. 

Most provider interviews lasted for an hour. Since I work with many of 

the nurse practitioners, I obtained additional data over informal lunches, in 

social situations, at meetings and at conferences. Therefore, few providers 

were formally interviewed a second time. My interactive responses, taken 

from the transcriptions, were used for "my" formal interview. In all cases, I 

wanted to ascertain what these providers thought about the importance of 
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cholesterol, relative health risks and the elderly. I asked them about the 

impact and importance of health promotion, disease prevention and lifestyle 

changes for the elderly. 

For other professional input, I took field notes before, during and after 

continuing education units (C.E.U.) seminars. In order to retain prescribing 

privileges, nurse practitioners are required to attend annual pharmacology 

updates. These day-long seminars are usually sponsored by pharmaceutical 

companies. Attenders, therefore, usually include pharmacology 

representatives (detail men) as well as physicians and nurse practitioners. A 

few of the detail men were willing talk about cardiac wellness, diet and 

pharmacologic treatments in the elderly. An occasional drug representative 

might discuss marketing strategies as well. This information is recorded in 

various field notes. 

I attended a sleep disorder seminar in Phoenix as a "marketing guest." 

A friend from Massachusetts is a respiratory therapist. He and a physician 

partner have a company that specializes in monitoring (in-home) and 

evaluation for sleep apnea. I recorded, with verbal permission, an "after 

hours" meeting where high tech sleep surveillance systems were promoted 

and sold. I used some of this information about medical marketing and 

testing in my field notes. 

PARTICIPANT OBSERVATION 

In natural sciences we are accustomed to demand a classification of phenomena 
expressed in a concise and unambiguous terminology. The same term should have the 
same meaning everywhere. We should like to see the same in anthropology. As long as we 
do not overstep the limits of one culture we are able to classify its features in a clear and 
definite terminology. We know what we mean by the terms family, state, government, etc. 
As soon as we overstep the limits of one one culture we do not know in how far these may 
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correspond to equivalent concepts. If we choose to apply our classification to alien 
cultures we may combine forms that do not belong together. The very rigidity of definition 
may lead to a misunderstanding of the essential problems involved....If it is our serious 
purpose to understand the thoughts of a people tiie whole analysis of experience must be 
based on their concepts, not ours. (Boas 1943) 

Participant observation is an appropriate strategy for certain problems 

that deal with the everyday realities of people who are concerned about 

dietetic problems. What is the relationship between words and behaviors? 

Most social science researchers understand that recollections of behaviors as 

compared to official observations are highly unreliable (Caimell 1963). 

Almost every client stated that they were on a low fat, low salt and low sugar 

diet. They recorded this information on their health histories regardless of 

their cholesterol, weight, positive or negative diabetic history or blood 

pressure. I saw others, providers and clients, who were slim, ate little or no 

meat, had a very low cholesterol and religiously used Egg Beaters and 

Mocha Mix. They worried about the fat content of crackers and other food 

products while making cakes and cookies filled with butter and eggs. It has 

become a American cultural norm to be on some kind of a diet. Therefore, 

everyone says that they are watching what they eat and restricting their 

intake of cholesterol, fats, sugars and salt. These substances have taken on a 

moral quality and are generally grouped together as units of badness. At the 

same time, I observed the immense popularity of "all you can eat breakfast 

buffets" at Denny's and Furr's Cafeteria which seems to invalidate this low 

fat lifestyle. The "Senior Slam" at Denny's and Furr's "Senior Saver" have 

real bacon, real eggs, pork sausages and ham. You need to special order the 

low fat alternatives although both places serve these. To observe behavior in 

context, I used participant observation techniques with clients, clinic 
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volunteers and co-workers. I was particularly interested in dining with 

people who stated that they were on a low fat, low salt, low sugar diet. On 

more than one occasion, I watched, ate and recorded what was eaten during a 

normal outing rather than an observation period. Later, I compared my 

observations to the client's reported dietary intake. This activity has caused 

me to question short and long term dietary recall studies. 

I attended health fairs in Arizona and one in Yarmouth, Nova Scotia. I 

have a cottage in Nova Scotia and spend part of each summer there. During a 

research project for Northeastern University in Boston, I met many health 

professionals at local health agencies in Yarmouth. When the Tusket Nova 

Scotia health department sponsored a Healthy Diet Booth, I asked to 

participate. I assisted the public health nurse in the booth as she presented 

health education about diets, fats, cholesterol and "ideal body weight" This 

particular health exhibit was a part of the annual Southwestern Nova Scotia 

Exhibition. The Healthy Diet booth was directly across from one of a 

number of fast food stalls. After the hospital nutritionist and public health 

nurse reviewed healthy diets, saturated fat intake and cholesterol with some 

obese fair-goers, I could watch the same fair attenders immediately purchase 

and consume huge portions of french fries, fried clams and potato chips. 

This last activity helped me compare my population of clients and providers 

with others in relation to knowledge and behavior issues. 

While waiting for my annual mammogram examination at the Imaging 

Center, I talked with women who were awaiting screening or diagnostic 

radiology. I accompanied one of my client informants to the Golden West 

Mammography Center for her routine breast examination and talked about 
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the experience of having a mammogram with other women in the waiting 

room. 

I attended a low impact water aerobic class at the downtown Y.M.C.A. 

two days a week. Although not limited to seniors, the class was given during 

the morning. Classes held during the morning and early afternoon generally 

attract older adults. This class will be reviewed in the health promotion 

chapter. 

I did an observational study of Saint Mary's Intensive Care Waiting 

Room (four hours) in which I sat and learned how to take field notes. This 

was part of a required assignment for a research methodology class 

(Professor Marcia Imhom). I utilized this experience while conducting more 

systematic observations in the Spaulding Cardiology Diagnostic Center 

(Carondelet). I interviewed laboratory technicians at Saint Mary's clinical 

laboratory. They demonstrated automated chemistry and hematology tests to 

me. In these settings, I took field notes and incorporated them, both directly 

and indirectly, into this study. 

When our clinic closed at the Manor at Midvale, I realized that I would 

be unable to easily maintain contact many of the informants. Mildred, a 

former music teacher who lived at the Manor, wanted some kind of musical 

activity at the Manor. She began to recruit players for a band. The Midvale 

Harmonics and Rhythmaires. Since residents knew I was taking both drum 

and recorder lessons, I was asked to play drums for the band. For quite some 

time after that, every Thursday afternoon at three, you could hear the more 

or less sweet tones of the kazoos, drums and various other instruments 

(Appendix E). Like the Manor, the band has had its ups and downs, no 
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musical pun intended. The founder and first pianist, Mildred, was an 85 year 

old with severe arthritis. After evaluating the level of talent, she decided to 

"go with" a kitchen band. Our first selections were popular songs from the 

twenties, thirties, and forties. Later, we expanded our repertoire to include 

patriotic and seasonal songs. The band was quite stable for five or six 

months until Eunice, the chime player, and Mildred began having some 

territorial problems about "control" of the band. They quit simultaneously 

and it became quite obvious that we needed a pianist/leader to continue. 

Joyce, a Holiday manager, was a former music teacher so she took 

over while we tried to find another pianist. We couldn't find a replacement 

so the Band stopped for the summer. Mildred was approached by several 

players and consented to resume her role as leader and pianist. The chime 

player began playing bridge in an adjacent room every Thursday at three. 

After another series of practice sessions, our band, renamed The Midvale 

Rhythmaires, has "gone on tour." We played for three nursing homes, the 

Veterans Hospital, Park Villa and La Colina, as well as at the Manor. Sadly, 

Mildred began to have more extensive cardiac problems and her physician 

recommended that she discontinue her band activity. We went through 

another search and recruited June, a totally deaf pianist. June, a childless 

widow, played piano and organ since childhood. She lost her hearing when 

she was middle aged and needs the vibration of the drum to maintain the 

beat. While the sound may be less than perfect, our attire (white tops and 

black pants) was professional and we were incredibly enthusiastic! It was 

funny to see how we were greeted by some nursing home residents when we 

did these "gigs." Many band members were 10 or 15 years older than the in-
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patients! At that time, as a 52 year old, I was a "baby" in the group since 

Evelyn, Eleanor and Rollin were over 90. 

Survey Data 

I gave a health survey form to anonymous walk-in clients in Green 

Valley to validate my fmdings about the commonality of vitamin intake and 

walking as a form of health promotion (Appendix F). I am a member of a 

team that does satisfaction and healthcare use surveys for the Community 

Nursing Organization Grant Project and have used some of these data in my 

analysis. The Green Valley demographic and use survey (1988) became part 

of my data because Green Valley clients continue to have the highest number 

of requests for cholesterol testing and other wellness and health promotion 

related information. 

IMPORTANCE OF THE STUDY 

My research about the health worries and behaviors of these middle class 

elderly is timely because the United States Health Care System is perceived 

to be in a crisis (Callahan 1993, Dychtwald 1988, Fein 1992, Healy 1993). 

There is general agreement that change is needed, but the amount and types 

of reform are widely debated. Political discussion centers on cost, but issues 

of access, use and quality are also part of the debate. Little interest, however, 

has been shown in the structural problems and consequences of our present 

system. 

Since World War II, the United States has been fighting an aggressive 

war against illness and death. Medical progress was perceived to be limitless 

and funding for high technology solutions was available. However, with 

demographic shifts and the aging of our population, mortality and morbidity 
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patterns have changed. These changes begin with improved infant and child 

mortality. They represent responses to improved sanitation, nutrition, the 

discovery and use of antibiotics, in addition to the aging of our society. For 

the first time, many people are living to older ages. The end of this transition 

is predicted to occur near the middle of the next century when the age 

composition of the population will stabilize and practical limits to longevity 

will be approached. We are already seeing the impact of this change in 

America and other industrialized countries. In 1900,10-17 million people, 

world-wide, were over the age of 65. This was less than 1% of the 

population. By 1992, there were 342 million older adults representing 6.2% 

of the total population. It is estimated that by the year 2050,25% of all 

humans (2.5 billion) will be age 65 or older. There is aging within this 

population as well. In 1989, those aged 65-74 (18.2 million) were eight times 

the number as the same cohort in 1900. The 75-84 year olds (9.8 million) 

increased by a factor of 13. The most rapidly growing cohort, however, is 

the 85+ group (3 million) whose numbers increased by a factor of 24 as 

compared to 1900 (Administration on Aging 1990). 

Before the middle of the nineteenth century, the annual death rates for 

humans fluctuated between 30-50 deaths per 1000. These high rates were 

attributable to both infectious and parasitic diseases. Therefore, the most 

vulnerable groups, infants,children and pregnant females, had the highest 

mortality rates. Population growth stabilized. During the twentieth century, 

however, birth rates remained high as death rates declined, leading to a 

population increase of 2-3%. This "baby boom" phenomenon expanded the 

base of the age pyramid. At the same time, social and economic 
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development were leading to a sharp drop in the birth rate. This initiated the 

process of societal aging. Fewer births narrow the base of the pyramid 

causing a relative increase in the number of older people. This pattern is 

being replicated as similar demographic changes reach the Developing 

World. Death rates begin to stabilize at 8-10 per 1000 as part of this 

epidemiologic transition (Olshansky et al.l993). 

The distinctions between biological and pathological aging are hard, if 

not impossible to distinguish (Golini 1990). Arteriosclerosis, osteoporosis, 

and slowed neurologic transmissions can be regarded as changes related to 

aging until they progress to a point of clinically defined diseases. This 

continuum between normal aging and disease implies some transition point. 

There are two distinct views of aging and disease. Hayflick and Williams 

(1981) argue that aging differs from disease. If this theory is correct, curing 

chronic diseases, which now account for over 90% of elder mortality, would 

allow the cohort to die at the end of their genetically programmed life span. 

In contrast, Goodwin (1991) argues, using Alzheimer's as a model, that this 

condition is regarded as a disease, rather than normal or accelerated aging, to 

create the myth that it can be eliminated. Goodwin attributes this 'disease' 

position to funding priorities in our present health system (1991). 

We will all die from something, however. Earlier in this century 

infectious diseases were the primary killers. Now cardiovascular conditions 

and various malignant neoplasms(cancers) are at the top of the list. Abdel 

Omran calls this an "epidemiologic transition" (Olshansky,1993). 

Table 1.3 
Leading causes of death, rates per 100,000 population 

adapted from Urquhart 1984 
1900 1940 1979 
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PDeumonia and influenza: 202^ 
Tuberculosis: 194.4 
Diarriieal Diseases: 142.7 
Heart Disease: 137.4 
Strokes: 106.9 

Heart disease: 202.5 Heart EHsease: 3313 
Cancers: 1203 
Strokes: 90.9 
Nephritis: 813 
Pneumonia: 703 

Cancers: 183.5 
Strokes: 76.9 
Accidents: 47.9 
C.O.P.D.:22.7 

American healthcare has been radically altered by this transition. All 

healthcare personnel are educated with implicit and explicit mandates to 

heal. Curative modalities are stressed in medical, nursing and pharmacy 

schools. Providers want to see people "get better" so there is a subtle or overt 

demand for patients to get well, which confirms the efficacy of medical 

interventions. This curative premise is somewhat obsolete when we deal 

with chronic or redundant illness like cancer or heart disease (Alexander 

1982). Of the current United States population, 243 million in 1987, more 

than one in four, or 67 million people, have some form of cardiovascular 

disease (C.V.D.) In 1987, C.V.D. was the cause of death for an estimated 

976,000 Americans. This number represents almost as many lives as all 

other causes of death combined (American Heart Association 1990). Since 

heart disease and stroke consume nearly 15% of all U.S. healthcare 

expenses, it has been looked at as the "epidemic of the twentieth century." 

Using epidemic in relation to chronic disease is illustrative of this curative 

mentality within bio-medicine. The decreased morbidity and mortality from 

infectious diseases like smallpox, polio, pneumonia, and influenza are touted 

as a major success stories. In each of these acute conditions, however, there 

is a single pathologic organism which can be isolated and treated. A cure is 

possible. Cardiovascular and neoplastic diseases, unlike infections, are 

examples of chronic diseases which have an unknown or poorly understood 

etiology with a long,unpredictable and inconsistent course. These diseases 
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produce physical changes in various organs and tissues and cause variable 

functional effects. Both cardiovascular and neoplastic conditions are, to one 

degree or another, universal (Fries 1983). 

There are certainly many causes for our current healthcare problems. 

One of these is the goal of medicine itself. In 1947, The World Health 

Organization defmed health asA state of complete physical, mental and 

social well-being, and not merely the absence of disease and infirmity" 

(Callahan 1993). This is a misleading definition because it enlarges the scope 

of medicine to include our whole lives. Medical technology seems to promise 

a cure for every cause of death. The public, providers and patients, for we are 

all patients at one time or another, have come to accept the idea that 

medicine has a moral directive to progress in a relentless search for the cause 

and treatment of disease. As a result, if aging becomes a disease and no 

longer a natural part of life, why shouldn't the elderly feel that they can be 

cured (Blumenthal 1993, Forbes et al. 1993)? The increasing level of 

expectations will rise with the coming of aged "Baby Boomers." By 2011, 

this cohort will start turning 65. These Boomers are already on a health 

oriented course. This generation has had profound effects on each stage of 

life as they pass through so it is likely they will change the way aging is 

perceived and treated. If complete well-being becomes the new standard, 

what will happen to our escalating medical care costs? With increased 

education, yesterday's Yuppies will not suffer quietly either. They will want 

instant relief (Lyons 1991). 

In addition, the trend toward isolating individual health behaviors 

continues. These lifestyle issues are thought to increase the risks of chronic 
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disease. Since degenerative conditions increase in frequency with aging, the 

elderly are targeted with responsibility' for "the high costs of health care." 

Why, then, are these same elderly people being encouraged to use more 

medical resources in the way of drugs and diagnostic tests? Since biomedical 

research does not show clear benefits to some of these interventions, why are 

these people being scrutinized and medicalized ? How and why are they 

being turned from healthy older adults into the worried well? 

In the following chapters, using data from the clinics, interviews and 

participant observation, I will discuss the following; the concept of risk, the 

rise of health risk appraisals and risk factor analysis, the history of 

cholesterol research, changing moral concepts in relation to food and some 

of the common health behaviors which follow from a perception of illness 

and risk. 
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CHAPTER TWO 

DIFFERENT ASPECTS OF RISK AND THE WORRIED WELL 

The steady stream of well-publicized reports ascribing horrendous health 
risks to nearly every aspect of modem life, from electric blankets and cellular 
phones to post-menopausal hormones and now vasectomy, can fill otherwise 
rational people with feelings of panic and paranoia. 
Most people see or hear only the headline news when a purported new health threat 
looms, like last week's report of two large new studies linking vasectomy to an 
increased risk of developing cancer of the prostate or the report several weeks ago 
linking the use of cellular telephones to brain cancer. 

In years past, panic-button pushing reports have included a link of hair dyes 
to cancer; coffee to heart disease and menopausal hormones and alcohol 
consumption to breast cancer, among many others" (Brody 1993 ) 

It is surprising that our evaluation of the health and safety of our bodies 

is so tenuous since we live in an era that has shown substantial 

improvements in health and longevity. We do not see many of these 

encouraging statistics in the news and when we do, they have little impact. 

On the other hand, we are surrounded with information concerning new 

health dangers as well as the battles which are being waged against disease. 

Winning these battles seems to involve novel and expensive technology. 

Agencies, competing for funding sources, realize that the dwindling pool of 

money is allocated to serious problems. Therefore, everything becomes a 

crisis. 

U.S. PERCEPTIONS OF HEALTH RISKS 

Although life expectancy has risen dramatically in the United States 

over the past century, from 47.3 years in 1900 to 74.7 in 1984, the public's 

perception is that we need diets, medications, treatments, tests and hard work 

to obtain health. Being in good health becomes the exception rather than the 
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norm. Health becomes another commodity, another thing to be purchased 

(Nichter 1989). 

In spite of an actual decrease in mortality and morbidity, survey data 

show Americans to be less satisfied with their health and physical condition 

now than 20 years ago. In 1970,61% of the persons surveyed were satisfied 

with the state of their health but by the mid 1980s, only 55% of the 

respondents were satisfied (Harris 1987). Americans have become 

increasingly aware of and bothered by minor ailments and symptoms. Many 

of my client informants became adults during the 1920s. At that time, the 

average American reported 0.82 episodes of serious, acute illness annually. 

In the 1980s, the average person reported 2.12 bouts of serious, acute illness 

(Barsky 1988). An increased awareness of bodily states often leads to an 

escalating demand for health services. This process- increased demand 

leading to increased supply- was called schismogenesis by Bateson, who 

attributed this type of pattern to an uncorrected positive feedback loop in the 

social system (Bateson 1972). 

Despite advances in bio-medicine, there has been an absolute increase 

in the experiential length of illness. An analysis of people over the age of 45 

shows that people with the same illness stay out of work longer now than 

people did 30 years ago (Verbrugge 1984). Advanced age is not the only 

variable in this trend toward increased "sickness", as college students seek 

medical deferments for examinations at increasingly higher rates (Ibid.). 

Students coming to the health center at the University of Arizona state the 

reason for requesting these postponements is their level of wellness. They 

don't want to take any examinations unless they are in top physical condition 
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'^(field notes, Marianne). This criterion reflects an expanded definition of 

health as well as changes in reasons for exemption from normal role 

performances. It seems that Americans are developing a lowered threshold 

tolerance for the experience of illness. We not only compare our physical 

state against higher standards but also narrow the range of normal variation. 

Both of these shifts are influenced by increases in our interest and 

technological capability to inspect our bodies. Surveillance of both the 

surface and inner contours and processes of the body have become more 

sophisticated. We focus on symptoms that used to be considered trivial. 

Signs that were once invisible now become a new tracer of the "truth." At 

the same time we have no time to be ill as time is money (Vukovic & Nichter 

1995). Time is viewed as a commodity which is in diminishing supply. 

Therefore, you can buy time with pills for every condition or ailment. 

Studies show correlations between social class, symptom reporting and 

symptom recognition. Common mild symptoms, (bruises, itches, rashes, 

respiratory complaints, aches and pains) seem to inconvenience the more 

affluent and educated at higher rates (Barsky 1988 b). The healthcare 

seeking profile of places like Green Valley reflects the escalating level of 

bodily focus. In the Community Health Center Qinic at the Green Valley 

Medical Mall, people come in with colds "before they turn into pneumonia," 

actinic keratosis that "might be melanoma" and aches that "could be blood 

clots or heart attacks." There are multiple explanations for our collective 

perceptions of vulnerability to disease. This health anxiety, or state of 

'^aken from field notes about the perception of health at the Student Health Services at 
the University of Arizona. 
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worried wellness, is fostered by many factors. Among them is the fact that 

there is no absolute relationship between physical states and perceptions of 

health. States of health reflect our cultural ideas about power, normality, 

aging, control and progress. 

Both individual and collective states of health are national priorities. 

This is confirmed by United States healthcare expenditures which increased 

from $75 billion in 1970 to $465 billion in 1986. The proportion of our gross 

national product (G.N.P.) devoted to healthcare rose from 7.4% in 1970 to 

10.8% in 1986 (Barsky 1988 b). I hear frequent complaints from elderly 

clients that "we spend more and get less attention, care and concern than we 

used to." 

As part of this increased concern over health, our nation, particularly 

the middle class, feels a necessity to pursue a "healthy life-style" in a 

vigorous attempt to reduce risk factors. Nutrition classes, methods for stress 

control and exercise programs are widespread. Even the Y.M.C.A. sponsors 

health related programs in collaboration with both Carondelet Health Care 

and the Cares^ Program. In addition to traditional exercise programs, the Y 

offers blood pressure and cholesterol testing, risk analysis, wellness 

evaluations and stress management programs (personal communication 

Mary Leonardi, Program Director). While the search for health among 

middle class adults remains in the avocational category, for some retirees the 

health quest has become a replacement for their former vocation. Therefore, 

jogging and other physical fitness equipment is marketed next to digital 

blood pressure monitors, glucose meters, fat calipers and maximum heart 

^Cares is a cardiac rehabilitation program for seniors. 
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rate calculators. Although this increased awareness of health has certain 

benents, it has eroded our sense of well-being. Self-monitoring and vigilance 

apparently lowers our self-estimate of health. Studies show that bodily 

awareness, self-consciousness and introspection are associated with a 

tendency to amplify somatic symptoms (Barsky 1988). 

Attitudes and behaviors of patients and practitioners reflect our cultural 

bias that all disease processes could be prevented by surveillance, 

technological interventions and lifestyle modifications. Another effect of 

medicalization is the implicit belief that a cure exists for everything. 

Therefore, unrealistic expectations become commonplace. No one should 

ever become ill and death, while not preventable, can be postponed. The 

media and the health industry attempt to convince us that something is 

wrong or about to go wrong with our bodies. Subsequently, it becomes our 

personal obligation to eliminate these risks to our health. 

An allopathic ideology concerning the elimination of disease creates 

dissonance among clients and providers. Practitioners try to meet these 

unrealistic expectations as they deal with contradictions in intention and 

achievement. For some, this attempt to bridge the gap between socially 

constructed ideas about states of health and individual treatment may lead to 

frustration, cynicism and disillusionment (Fox 1979, Gifford 1986). All the 

providers that I interviewed experienced many of these feelings. The 

following are illustrative:^ 

^ For the remainder of this paper, client transcripts and field note information will be 
distinguished from that of current health professionals. Providers will be identified by 
title. 
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Janet (ANP-C): We have other people who I wish would react to anything at all. 
Because their cholesterol or because their blood sugar is 350 and the man at the Y., I do 
his blood sugar at night sometimes after I swim because he is a diabetic who goes to the 
VA. (Veteran's Adi^nistration) and eats out of the machines. And how he doesn't have 
money for a real breakfast They (the VA.) gave him a machine ( for blood sugar tests), 
now he has no money for strips (the test strips that are used in the Accucheck machine). 
There's a whole bunch like that Every single time I've seen his blood sugar it's been like 
280,310,270. He doesn't have a stove, he has no hot plate. He lives at the Y and has had 
half his foot taken off. So we have that group, who for whatever reason, I feel, that don't 
have the remotest idea of what the hell is going on and then we have the other people. 
One person, who asked me when is the next time I can have my cholesterol tested. O.K., 
this was on a Tuesday, and I said, well, two months. What do you mean, two months, 
they said. Bet you five thousand bucks that they go to some h^th fair screening or 
something like that and get their damn cholesterol done within the next two weeks. 

Nancy (RN): (About working in a hemodialysis unit) It used to irritate me,though, 
because it was like, if you got enough together to make this decision to be non-compliant 
and it is a decision that you're making somewhere, you know. Why don't you think about 
your quality of life and do you really want to be here at all? Because, you know, in the 
long run, you can eat drink and be merry but you get you pay the price. You pay the 
price by ending up in the hospital when you know you've got way too much fluid on, 
hom C.H.F (a form of heart failure due to fluid overioad)., or pneumonia. And I got the 
feeling, that was the part that used to irritate me, that they would come in because they 
had like zillions of kUos on and they would require like, really close monitoring during 
their run but the part that really killed me was the fact that it was like, spinning your 
wheels. It was like a real love-hate relationship with being alive and all and I just felt like 
saying to them "Make up your mind" but then again it wasn't my choice to make for 
them. 

Charlie G. (MD): Usually I start first with diet Of course that never works with 
them (the obese patients with high cholesterol). It's my experience that they don't comply 
with diet very well. At times, 1 just give them meds like the niacin, if they aren't 
diabetic,too, without going over the diet stuff. 

Gerri L. (RNJ'hD): This guy and I have had some delightful discussions because 
he knows he's at risk and he knows the implications of these behaviors. He's an avid 
reader. He watches the health things on the television set and he knows. Yet he could not 
be following any higher risk behaviors than he does....He doesn't care. Quality of life 
right now, to him is doing what he's doing and down the road the implications aren't all 
that important So, he doesn't see any cost or benefit to stopping smoking. He doesn't see 
any benefit to stopping his eating behaviors. 

Fox (1979) states that discrepancies between clients and practitioners' 

expectations in chronic disease lead to anger, distrust and litigation. From 

my data, I feel this is both simplistic and incomplete. My clinic population 

contains both well and chronically ill elderly people. The majority are 
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neither angry nor mistrustful. In contrast, many of the ill are optimistic, 

hopeful and relentless in seeking cures. The worried well are similarly 

inclined, seeking perfect health. The latter come in for repeated blood tests, 

diagnostic work-ups at the Mayo Clinic, blood pressure monitoring, heart 

auscultations and other allopathic surveillance. These healthy middle class 

elderly are major consumers of herbal remedies, mega-vitamin therapies, and 

self-help books. The following are examples of both the well and ill who are 

seeking these kinds of health guarantees and assurances through monitoring 

and surveillance (field notes). 

Don G. (62 year old male) Don comes to one of our clinics every two weeks to 
have his blood pressure and heart status **checked." He was in good hedth until 1992 
when he had a myocardial infarction. During his hospitalization, he suffered cardiac and 
respiratory arrest He was resuscitated by d^brillation and drugs. He remembers parts of 
these procedures and is now "scared to death" that this will happen again. Since his heart 
attack and code came "out of the blue," there is no way for him to predict when or if this 
will happen again. Therefore, he comes to the clinic for me to "listen to my chest (heart) 
and tell me if it's all right" He was referred to the Wellness Centers from Carondelet 
Case Management Team as they "could do nothing more for him." He has purchased a 
digital blood pressure machine and takes and records his blood pressure twice a day. This 
is in spite of Ae the fact that his blood pressure has always been within the normal range. 
He has gone on a low fat low sodium ^et even though his cholesterol is well under 2^ 
mgm7dl. He goes to the physician every month to be "seen." His life has become 
medicalized since his heart attack and there is no way to tell him "not to worry." He is a 
rather extreme example of these worried well.. 

Bridget .L. (93 year old female) She lives alone in an apartment at the Manor at 
Midvale. Her only child, a seventy year old married daughter, lives about 10 minutes 
from Bridget Although she is not t^ng medications of any kind, she has become quite 
concerned about her blood pressure. Every time I visit her she asks me to "check my 
pressure". She has normal blood pressure (134/86) but she says that "pressure is such a 
problem for everybody and I want to make sure that mine is completely normal.". 

Gladys M. (77 year old female) Gladys has diabetes and heart disease but her 
main concern is with her cholesterol which is currently below 170. The American Heart 
Association's latest "normal" for cholesterol is below 200, so I tell her she should not be 
concerned. However, she uses Egg Beaters instead of eggs, has her cholesterol checked 
every six months, takes lecithin and garlic tablets (to decrease cholesterol) and reads 
every Prevention article concerning fat and cholesterol. Gladys relates any symptom, 
from sneezing to pruritis, to changes in her serum cholesterol. 
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Changing Nature of Risk 

Risk, responsibility and accountability are ubiquitous concepts in the 

American experience of modem living. Why is there so much attention given 

to commentary on risk? Metamedical dialogues about risk are used for both 

moral and political purposes. Are dangers of modem civilization, at this 

juncture in history, so much greater than those of earlier times or has a 

perception of risk and the values associated with the distribution of risk 

changed? Are both of these involved? When I interviewed other practitioners, 

1 asked them about the nature and evaluation of personal and client health 

risks. The following examples reflect the ambiguity of personal and 

professional risk analyses: 

Nancy K(RN): (She works in an intensive care unit at the University Hospital.) 
How risky do I tUnk life is? I think you determine a lot of the risks that you face in life, a 
lot of them. It's really a crap shoot and it's hard to say. I mean, you know, some days are 
more risky than others. If I sat down and started thinking about how risky life was, you 
know, I'd probably freak. And so I don't think about it a lot, not because I'm necessarily a 
fatalist, but, because ''A", it's not going to change much anyway and "B", why worry? So, 
you know, I mean I do what I can to minimize my risks. I don't sit at home at nights 
hiding behind a locked door with a gun because I'm afraid someone is going to break in 
cause I didn't give wood to a guy in the park but I'm careful. 

Betsy W (ANP): Well, at first I was surprised that I had any risk and then I 
remembered my blood cholesterol was a little bit, a little bit up so Aat would be the only 
thing I could see there that would be at risk... J would say that I have some (risk of 
cardiovascular disease) but I don't think I have, like maybe as much as, let's say, as my 
mother does (who has had two angioplasties, is overweight, and takes medication for 
cholesterol).... 

See, I have some theories now about health in this country and, you know, I'm 
getting very suspicious of things that are in our country that are polluting and it's not like, 
Siat I really know, you know. I haven't done any real honest to goodness research or 
anything but there's so much garbage out there. And some of it is ignorance, you know. 
People put it in there to preserve this, that and the other without really knowing what the 
consequences are. But you know, like the silicone company, they knew years ago that 
those ^ngs would leak. They knew it was harmful but they advertised and pushed for it 
so all those women then, you know, who had a poor self image or maybe had a 
mastectomy and wanted to, you know, have one side be the same. 
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Gerri L(RNJTiD): Heck, I'm overweight I'm extremely high risk for breast 
cancer, given my family history. (Her mother has breast cancer, her aunt died from breast 
cancer and she has not had a mammogram.) My stress level is such that I'm probably at 
risk for a heart event Do I do anything about it? I'm thinking about it but if you gave me 
this (the RISKO) and said, well, what are you going to do? I'd say that there's a whole 
translation factor in terms of my own timing, my readiness, my readiness to express these 
things and also how I feel about you and who the hell are you to tell me anything! Thank 
you very much! 

Amy G (ANP-C): I don't consider myself a high risk (for cardiovascular disease). 
I don't know if that's denial and avoidance behavior. But I try to eat right I can't say I'm 
an angel and always eat good things because I like sweets and I like fast type junk food. 
But I try not to overdo it and I know I'm in good health. I don't get a lot of exercise but I 
do exercise some. 

Beth S (ANP-C): But his thing (research cardiologist) was the L.V.H. (left 
ventricular hypertrophy) and in talking about how you could, you have to be careful that, 
even though the blo^ pressure may appear to be normal or you appear to be satisfied with 
it it depends really on how much L.V.H. you've got going on and whether you're really 
safe or not So, as far as the blood cholesterol level goes, it's kind of like, the same thing, 
you know. I don't think there's enough data in on all of that anyway, to know as I sit here 
eating my cookie, know that my cholesterol level (230). Is there a perception there about 
risk? (laughs) 

Marianne T.W. (FNP-C): I guess it sort of really doesn't make any difference 
because if you're one of the ones that happen to, your risk is a hundred percent and I just 
don't feel like, I know I should remember them ( statistics about risks) broause it would 
help to give people a sense but I feel that I could always look that up, if need 
be....Everybody's different and if it happens to you, then your risk is very high and if it 
doesn't happen you, then you could get by without anything happening but you don't 
know that until you get checked. 

There are multiple theories of risk perception. Each attempts to explain 

what and why we fear certain dangers while ignoring others. Wildavsky and 

Drake (1990) offer five models for consideration. First, is the knowledge 

theory which states that people perceive things to be dangerous because of 

implicit understanding of the particular danger. Next, is the personality model 

which divides people into risk averse or risk taking categories. Third, is the 

economic model which has two possible and opposite outcomes. One faction 

believes the rich are more willing to take risks because they experience 

greater benefits and are more shielded from adverse outcomes. The other, 
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Post Materialist, version of the economic model states that the rich, due to a 

higher living standard, are less enthusiastic about the affluence that they have 

and more concerned with what they feel they have lost in the process. A 

political model of risk views conflicts between different positions in society 

due to gender, age, class or political party as the reason for different 

estimations and evaluations of risks. Cultural theory, the last model 

presented, views individuals as the active organizers of their own perceptions. 

Fears are culturally constituted and seek to support a way of life through a 

system of sanctions. Selective attention to different types of risk and notions 

of acceptable risks are related to cultural values. These are motivated rather 

than neutral. A major assumption of this theory is the notion that within each 

culture, there are people who hold one another mutually accountable 

(Douglas 1990). To accomplish this, people must observe the behavior of 

themselves as well as others. They set behavioral limits which require public 

and private surveillance. Self-monitoring becomes, in these cases, a positive 

rather than negative articulation of power (Foucault 1977). Sovereign power 

over life and death has changed since the seventeenth century. Two distinct 

but overlapping ways of power emerged. One pole directed its gaze toward 

the individual body while the other looked at the species (Foucault 1990).The 

hospitals, military and schools remained as institutions of power while 

surveillance began to be used as a technique of maintaining power. This 

"biopower" began to change life into a form of quantifiable data. If life is to 

be controlled, both continuous regulation and corrective measures are needed. 

What we "choose" to monitor as well as the act of monitoring show 

specific cultural values, however. The rising concern about health and well 
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being have meaning beyond the physical body (Scheper-Hughes and Lock 

1987). A recent survey dealing with concerns about aging, reveals our 

cultural emphasis on health, independence and money. Thirty-five percent of 

the respondents were concerned about health, 31% were afraid of becoming 

dependent on others and 20% were worried about having enough money to 

pay for health care. All readers, however, listed money as the most important 

way to obtain security (Clements 1993). This is a commentary on American 

ideas about rugged individualism which is sustained by capital rather than 

kinship. 

Wildavsky and Drake found that cultural biases were more predictive 

of risk perceptions and risk taking than measures of knowledge and 

personality and at least as predictive as political orientation (1990:50). 

Attitudes about knowledge are also important to consider. In a hierarchical 

setting, knowledge is assumed to be true: a fact is a fact. The world is 

knowable and the universe functions in a hierarchical manner. Old 

knowledge is accepted with confidence. In an individualistic milieu within a 

competitive market economy, however, novel knowledge is rewarded. 

Therefore, new knowledge challenges and discredits old and generates 

uncertainty. We are led to appeal to science to mediate the degree of risk 

which pervades our world. In many cases, multiple technological solutions 

are proposed leading to disagreement about goals and purposes. All sides of 

any debate provide their own scientific experts who often do not agree on 

fundamental issues related to the ultimate cost and benefit of advice offered 

and fixes recommended. Used as an arbitrator, science loses its independent 

status. This leads to conflicting scientific evidence, confusion and distrust. 
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Clients and professionals become caught up in these debates over risks and 

treatments. Some examples are the following: 

John H: That's what I wanted to know, is what foods to avoid. Because for a year 
or so I quit eating any kind of dairy products and I stayed away from beef and pork and 
butter and everytiUng else, but as I understand it, I watched that P.B.S. on cholesterol for 
an hour and they advocate you should eat a little bit of all that stuff. 

Micki M (NP-C): I think cholesterol and fats are great I love to eat them and I 
think in a few years, we are going to find this whole cholesterol things was a bunch of 
bunk and they're going to say, see, it didn't make any difference cause the death rates 
stayed the same.... 

Oh, yeah, there's a whole bunch of different opinions. Some people say niacin's no 
good, some say take niacin. We have the same with the oat bran and fish oils and what 
things to avoid on diets. I think as many people as you go to, I think you'll probably get 
that many different opinions of what to do.... 

It was that article in the New England Journal or somewhere like that, that said, 
you know. It's a big new thing recently because someone did this study and it was in one 
of the major medic^ journals and said that it wasn't oat bran itself that made the 
difference, it was the change in dietary habits that did. 

Amy G. (ANP-C) I used to actually suggest oat bran to certain kinds of people but 
lately, with all the new i^ormation about fiber, I have sort of suggested that any type of 
fiber. From what I've been reading lately, they have been wondering if the fiber thing isn't 
just that we're getting filled up on the fiber so they don't crave fats.... 

Bill S: Well. I'll tell you what made me give up Prevention. I read an article in 
there that you could eat as many eggs as you wanted. It wouldn't hurt you! And I think at 
that time, I talked to my doctor. He has a a way of really running down these magazines 
and articles that you read like that because he doesn't think much of it and I told him I 
didn't want to believe that because I couldn't find anything else anywhere that said you 
could eat eggs. I wish it was that true. 

Mary E)ougias has noted that one way to overcome our own cultural 

blindness is to pay attention to the way that general claims of solidarity and 

authority are being treated (Douglas 1990). She states that all cultures need a 

common forensic vocabulary to hold persons accountable and the idea of risk 

admirably fills this need in an increasingly global culture. Cultural stability, 

always problematical, has become ephemeral in historical societies. Rapid 

social change fosters debate about justice and world views in which there is 
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always an element of danger. E>ouglas and Wildavsky use the following grid 

to illustrate problems of risk and potential solutions(Douglas and Wildavsky 

1983. In the realm of current medical knowledge, it seems we are in the area 

of both contested knowledge and contested consent. 

Table 2.1 Risk Solutions 
(from Douglas and Wildavsky 1983:5) 

Knowledge 

Certain Knowledge Uncertain Knowledge 
^Complete Consent 

Problem: technological Problem: informational 
Solution: calculation Solution: research 

^Contested Consent 
Problem: disagreement Problem: Knowledge and Consent 
Solution: Coercion or Solution: ?? 

discussion 

Throughout history, all cultures have developed terms to moralize and 

politicize danger. In the Pre-industrial West, sin was the predominant 

modality. Within the sin category, there were levels of blame attached to 

various behaviors. A mortal, (extremely severe), sin needed to fulfill three 

criteria. Brst, the actor/sinner had considered the seriousness of his actions. 

Next, he understood the consequences of his action and, lastly, he acted. A 

lesser sin was coimnitted if the sinner lacked knowledge of either the severity 

or the consequences of his behavior. Although sinning belongs to an older 

religious tradition, we still use these criteria to assign blame in our secular 

world. Industrialism promotes skepticism over belief as a culturally 

homogenizing principle. Therefore, the dialog about risk bridges the gap 

between facts of existence and the construction of a moral community. New 
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"^sins" are attached to cultural ideas associated with fitness, excesses and will 

power. 

Ideas of risk, danger and sin are commonly used to legitimate or 

discredit policies and protect institutions or people from one another. 

Although risk is not the same as sin, when a community attempts to achieve 

cultural homogeneity, major moments of choice are signified by dangers. 

Which kinds of behaviors are dangerous? If certain acts are deemed 

dangerous by a majority of the population, then some degree of consensus is 

implied. The modem concept, risk as danger, is used to uphold the 

individualism of our expanding industrial system. 

Risk as Probability 

The history of the use and meaning of the word risk reveals important 

conceptual changes. In the seventeenth century, the idea of risk evolved from 

a gambling concept. Risk meant the probability of something happening and 

how much could be gained or lost. This process involved weighing relative 

outcomes. In the eighteenth century, risk analysis was used to calculate 

marine insurance rates. Risk was a neutral concept and both positive and 

negative outcomes were considered. In the nineteenth century risk became 

strongly associated with economics and the precision of weighing various 

risks. People were considered to be averse to risks so it was deemed 

necessary to provide special investment incentives to business. 

Since then, the analysis of probability has become the basis of 

scientific knowledge and has changed the nature of evidence, knowledge, 

logic and authority. Calculations of risk are pervasive in science and 
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manufacturing and are a theoretical base for much decision making. A self-

evident relationship between risk-taking, proflt and productivity has ensued 

with the impression that changing one element in this equation leads to 

changes in the others. 

Currently, risk refers solely to negative or dangerous consequences. It 

has become intimately associated with the concept of accountability and a 

key word in the political discourses about health. Risk plays a consensus role, 

akin to sin. Instead of being associated with the community, risk is more 

closely related to the individual. Within dominant American health ideology, 

this use of the term risk is motivated and less objective and innocent than it 

may appear. '"Risk" tends to convey a sense of individual blame and fault. 

Questions about responsibility for injuries, diseases and accidents due to risk 

taking are matters of public policy and associated with market relations. An 

"objective" model of risk is only possible when the disputants are agreed 

upon notions of the kind of accountability to be enforced in the community. 

Given agreement about goals, "facts" about risk come to deHne a "moral 

community." Risk analysis comes to signify more than the probability of 

something happening, what it will cost to prevent the event, and what it will 

cost to insure against the event or the potential economic benefits of the 

event. Information about risk is necessary for the construction of a moral 

identity. In contested areas, no amount of information about risk is sufficient 

and ideas about responsibility, accountability and entitlement are disputed. 

Consensus is not "fact" dependent and facts are constructed (produced) to 

engender consensus. An "objective" model of risk perception leads us to 

conclude that there needs to be an increase in public education for "if only 
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they knew about the real dangers, then they would change their behaviors." 

This approach is remarkably similar to earlier approaches about mortal sins. 

Risk and Blame 

There is an assumption that modem scientific understanding of disease 

has neutralized moral judgments. Given that the etiology of many diseases is 

complicated, not understood or linked to "resistance," immune response or 

stress, the potential for blaming the victim pervades the discourse about 

health. This is intensifled by increased health monitoring behaviors, rising 

expectations, and demographic changes. Increasingly, health has become a 

moral duty which renders illness and disease a moral failure. The goal of 

being healthy requires work and now substitutes for salvation in a secular 

world (Crawford 1984). Based on my observations during my clinical 

experience, patients and providers talk about blame in a number of subtle 

ways such as references to ^^taking responsibility." Blame, accountability and 

responsibility have become interchangeable concepts in American discourse 

about disease. In one sense blame constitutes a means of exercising control. 

Through the act of blaming oneself or others, a complex disease appears to be 

controllable. Once responsibility is assigned, discipline, will power, denial or 

isolation can be initiated. The process of locating blame is a search for order 

and certainty in a world increasingly seen as uncertain, violent and chaotic 

(Crawford 1980,1984; Malinowski 1954). 

Blaming the "victim" within the health setting is often encountered 

when neither medicine nor science seem able to do anything. The assignment 

of both choice and responsibility for illness coincides with the rising 
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importance of aging and chronic disease in industrialized countries. The 

curative premise still remains the focus of medical and nursing educational 

programs, however, so illness is seen as a deviation from a state of perfect 

health. Illness as a form of deviant behavior comes out of the Parsonian sick 

role. At the time when self-limiting or acute infectious diseases were primary 

cause of morbidity and mortality. Parsons formulated this paternalistic model. 

Patients were given both obligations and rights when they entered into the 

sick role (Parsons 1958,1961). Rights or privileges included exemptions from 

normal social duties and the belief that illness is involuntary. Obligations 

included active cooperation with medical treatment in order to get well. 

Unfortunately, no one gets well from either chronic diseases or the 

process of aging. There are other patient groups who do not fit these criteria. 

The first group has symptoms for which extensive and relentless diagnostic 

testing is unable to find a cause. The other group has symptoms without 

current possibility of cure. Some of the worried well fit into the first category 

while AIDS patients are examples of the second category. Since coronary 

conditions, end-stage renal disease, diabetes and AIDS are not curable, the 

patient is maintained in a continuous sick role status (Alexander 1982). This 

role ambivalence and the ideation of choice and blame are often seen within 

intensive care and dialysis settings. 

Placing blame defines social norms by locating a range of "healthy 

behaviors" and images of beauty as well as the labeling of deviance. A world 

view is established and reinforced within a historical context as a population 

learns to read these signs as positive or negative. For example, obesity shows 

lack of control and self-esteem. Peer pressure and the gaze of the "imagining 
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other" which pervades the media places increased pressure on us to live and 

look particular ways. If we don't, then guilt is the result. Life becomes 

difficult when the effect of two behaviors create paradoxical effects. For 

example, smoking is bad but so is obesity related to weight gain after quitting 

smoking. A person is placed in the position of choosing between two "evils." 

Social pressure is intensified for those in positions which demand that they be 

role models as health personnel. 

Qaine R. (ANP): I just wonder how believable she is, (discussing the idea about 
healthy role models and an instructor in the nursing program at the University), if someone 
sees someone this big. So I feel guilty that Tm portraying some kind of healthful life when 
1 don't And its obvious that Fm ashamed that I smoke. Nobody in our group has ever 
come out and asked me but I don't know if I would admit to them. I'm ashamed that I 
smoke and I'm a healthcare provider and I know better and I still smoke. But I Just don't 
want to be fat again and the last time I quit, I gained 35 pounds. 

It is instructive to assume a political-economic stance when 

considering groups that are currently held responsible for our "healthcare 

crisis." A bias against the poor, the aged and the marginal in our society, (i.e. 

those who are least productive) is evident. Blame takes on racial, gender and 

socioeconomic dimensions as the health problems of marginalized groups are 

related to lifestyle and morality (Nelkin and Gilman 1988). Black males are 

categorized by the American Heart Association as a high risk for 

hypertension in addition to other dangerous tendencies. In contrast. Orientals, 

having a lifestyle and economic model to be emulated, are praised for having 

such low serum cholesterol. The poor are condemned for not having 

preventive examinations and failing to purchase "needed medicines" to 

control disease. The aged are singled out because the risk and expense of 

chronic diseases are most common in the elderly. The word "degenerative," 
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with its moral implications, is often used to classify many of these chronic 

diseases. 

Amy G. (ANP-C): Right, right but I finnly believe that everyone makes their own 
choices in this life. And if that's, if &ey have the information or at least if they say they 
have the information and if they're there and I'm ready and willing to give them the 
information and if they don't want it, I don't try to preach. I'm not going to tell them 
things or make them listen to things that they don't want to hear or that they are not ready 
to hear. I've also found that sometimes, they come in real angry or say they know it all. 
They, after a while they come back again and they start asking questions. It seems there 
has to be a period of time over where they develop a trust but that's OK. There's a man 
that I'm following right now who I know drinks and won't admit to it but I haven't even 
talked to him about Ae drinking. I'm afraid that I'd scare him off and I think there are 
other problems that I'd rather keep him coming. 

Morality is frequently translated into concepts of individual lifestyle 

and attributing causes to lifestyle has popular appeal because this approach 

enhances individual control over disease without changing social or political 

institutions. In 1979, the Surgeon General stated that the most important 

causes of illness in this country were personal behaviors (United States 

1979). Smoking, obesity, fat intake, sedentary habits and stress, seen as 

markers of slack discipline and lack of control, are listed as major risk factors 

in adult onset diabetes, cancer and cardiovascular disease. 

Betsy W. (ANP): I don't know whether I'd call it lifestyle but awareness of the 
attitudes by which you live. I guess would be what's behind the lifestyle, rather than the 
actual lifestyle. Although lifestyle is, of course, a risk too. 

Legal definitions of Risk 

In the 1840s, tort law replaced the conmion law assumption that 

individuals were presumed liable for all injury resulting from risk-creating 

activity. The new policy focused on looking for careless behaviors in 

allocating blame. It was an era of "no liability without fault." The rest of the 

century showed a slow change, with the courts trying to balance the 
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conflicting values of risk and responsibility. The direction of development 

went from individual responsibility to interdependence, from liability to risk, 

and from negligence to financial ability. This spread the financial costs 

through customer mark-ups and insurance. Insurance is probably the ultimate 

statement about risk and responsibility. In the 1800s, the attitude towards 

responsibility was so individualized that the cost of an injury could not be 

displaced to another. Even by the late 1800s , there were only 14 insurance 

companies in the entire country. The spread of liability insurance affirms the 

idea that risk control and risk taking are directly, rather than inversely related. 

Insurance blurs the outlines of individual responsibility by translating moral 

questions or responsibility into instrumental questions of cost. When 

insurance is part of the picture, then the larger the universe of payers, the 

better. So, involvement of the American government for the underwriting of 

risks is not a great step (Lowi 1990). 

Actuarial Models of Risk 

The evolution of life insurance is an example of the social construction 

of risk. In the sixteenth and seventeenth centuries, insurance was conceived 

of as a wager. Short term bets were taken out on the lives of another, 

presumably famous, person. This custom began in Spain and spread to Italy, 

Holland, France and England. The 1570 Code of the Low Countries lumps 

life insurance together with other abuses, frauds and crimes. By the end of the 

seventeenth century, life insurance was illegal everywhere in Europe except 

Naples and London. Life insurance was a bet on life, not planning for the end 

of it (Teuber 1990). Changes in the concept waited for a new group, with 



79 

newly acquired wealth, who had something to lose if they experienced a 

reversal of fortune. 

Actuarial models of risk assessment began with the landmark study 

concerning build and blood pressure (Build and Blood Pressure 1959). The 

results were based on life insurance data from 1935 to 1954. The study 

measured the risk of premature death of people with hypertension by 

comparing findings on insurance examinations and submitted claims. The 

insurance companies, recognizing a correlation between hypertension and 

early death before the medical community saw a relationship, began to raise 

their premiums in a stepwise fashion based on both systolic and diastolic 

blood pressures. The most recent study (Build and Blood Pressure 1979) 

shows the economic value of therapeutic intervention. Blood pressures which 

are "within a good range" can "normalize" the characteristic death risk for the 

patient's age and sex. Although the medical deflnition of hypertension has 

decreased from 160/95 to 140/90, insurance premiums jump for 40 year old 

people if their blood pressure is above 136/88. The payment is higher for 

every 4 mm increase in systolic pressure and every 2 mm increase in the 

diastolic (Risk Watch). Although limits on actuarial data include using one or 

two isolated blood pressure readings to reflect an average blood pressure, the 

validity of actuarial risk assessment remains a comerstone of profitability for 

the insurance industry. 

Epidemiological Models of Risk 

After a successful era of curing infectious diseases, epidemiological 

research became centered on mechanisms. The concept of large population-



80 

based surveys was introduced and attention was directed to comparative risks 

and excess mortality. Implicit in this view was the recognition that there were 

no specific causal mechanisms, but a variety of factors. Study designs were 

controlled except for a single variable. A prospective study on smoking and 

cancer, begun in 1951, touched off a debate between the heredity camp and 

the behavioral camp which is reminiscent of the nature -nurture controversies 

of the past. The basis of this debate revealed intra-professional battles 

between field epidemiologists and laboratory based researchers (Brandt 

1990). 

Before the American publication of the Shattuck Report in the mid-

nineteenth century, social causes of illness were given little consideration. 

This report, however, initiated an epidemiological and environmental 

approach that began to defme health in terms of lifestyle. Epidemiological 

models of illness are organized in tripartite terms. There is an agent, a host 

and the environment. Unlike the bio-individual paradigm, epidemiology is 

concerned with groups of people who exhibit differing susceptibility to 

disease. Genetic factors are combined with poverty, season, climate, and 

others to estimate the probability of contacting a disease. Like bio-individual 

models of health and disease, epidemiology assumes the existence of 

universal, acultural processes (Kelman 1975). 

For the epidemiologist, risk expresses a statistical measure of the 

degree of association between one characteristic and a disease within a 

population (Lilienfeld and Lilienfeld 1980). Groups, therefore, are its unit of 

analysis. Clinical studies on the natural courses of disease must be 

differentiated from epidemiological ones even though both are involved with 
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groups of people. Ginical studies are concerned with patients in some 

medical setting while epidemiological studies are concerned with disease 

patterns in natural settings. Questions asked by epidemiologists might 

include: 

1) What are the social, behavioral, demographic and biological 
characteristics of persons who develop heart disease? 

2) What is the relationship of heart disease to geographic, ecological and 
social locales? 

3) What is the relationship of heart disease onset to suspected risk factors? 
(Janes 1986) 

Early models were based on infectious disease, but it became 

obvious that more than one factor contributes to the onset of any disease. A 

classic example is tuberculosis. The agent is Mycobacterium tuberculosis but 

not all persons coming into contact with this bacteria actually contract 

tuberculosis. Therefore, there are other factors within the host that change the 

person's susceptibility and risk from this disease. External factors such as 

poverty, diet and overcrowding, as well as geographic locale, season and 

climate ail contribute to susceptibility. Modem multiple causation models can 

be traced to the 1950s when chronic rather than infectious disease became a 

health priority. With the complexity of chronic disease and its long 

"incubation period," epidemiologic thinking was directed toward a revision 

of the concept of cause rather than a revision of basic assumptions about one 

cause for each disease (Gifford 1986). The Henle-Koch hypothesis was 

revamped and ideas of probability were used to describe states of uncertainty. 

Risk replaces the concept of cause. 

A causal relationship would be recognized to exist whenever evidence indicated 
that the factors form a part of the complex of circumstances that increases the 
probability of the occurrence of disease and that a diminution of one or more of 
these factors decreases the frequency of that disease (Lilienfeld & Lilienfeld 1980) 
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Risk factors intimately associated with outcomes now have become 

objective, measurable and quantifiable. Ehie to the long and successful history 

of the infectious disease model, however, there remains a strong temptation 

to search for a primary, most important or most direct "cause" from among a 

multiplicity of risk factors. Since science has developed increasingly 

sophisticated means of examination and surveillance, parts of the body which 

previously were not monitored are now "visible." This is part of a process of 

reiflcation (Taussig 1980) which might be related to the universal cultural 

tendency to externalize social categories onto nature and then return to nature 

to validate these social norms. Durkheim saw this attempt to invoke the 

principle of biological determinism in primitive society while Marx saw 

similarities in the genesis, acceptance and use of Darwinism (ibid). Marx 

wrote that this objectification is rooted in the relations of production and 

exchange. Social relationships have been decontextualized into a thing. In 

1922, Lukacs wrote an essay charging that the idea of objectivity held by 

capitalist culture was an illusion. 

The basis of commodity structure is that a relations between people takes on the 
character of a things and thus acquires a "phantom objectivity", an autonomy that 
seems so strictly rational and all embracing as to conceal every trace of its 
fundamental nature; the relation between people (Lukacs 1971) 

As a result, social relationships are consununated in relationships between 

things. The origin does not come from a relational Gestalt but arises from the 

thing itself. Then, these atomized, self-encapsulated things become the prime 

objects of analysis because both their meanings and their properties appear to 

be within themselves alone. Now, explanation and understanding rests upon a 
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located in the movement of elementary physical atoms. This dominance of 

thinghood has a tendency to obliterate people's awareness and reduce their 

capacity to evaluate the bio-logic and socio-logic of relationships and 

processes. 

The Language of Risk Assessment 

Risk assessment is a method of evaluation. How dangerous is this 

behavior or substance for us? Proving that various chemicals cause cancers or 

other conditions is difficult. Witness the past reversals of the Environmental 

Protection Agency about certain pesticide use (Thompson 1992). There is 

often a long lead time between the initiating event and the illness. As a 

culture, we are not really willing to wait that long so scientists have attempted 

to speed up the process. Huge amounts of suspected chemicals are fed to 

mice or other laboratory animals. Generally, they are given the maximum 

tolerated dose, which is the amount just below a lethal dose. Scientific 

assumptions include the belief that the effects on other species is the same as 

on humans, the route is irrelevant and there is no safe dose of a carcinogen^. 

The essence of all risk assessment is the application of learned 

knowledge of past mistakes in an attempt to prevent new errors. The goal of 

all risk assessments is to obtain estimates of modifiable risk, but a major 

value is in the exercise itself. The way risk is looked at is correlated with the 

way it is calculated. Risk based on historical data is particularly easy to 

^ The legal impetvis for risk testing and evaluation is the Delaney Clause. Under this 
statute, any amount of a carcinogen is banned from the food supply. Since 1958 science 
has developed the ability to identify substances at levels that were unimaginable then. 
Now we can detect one part per quintillion (ibid). 
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understand. A common example is the rate of auto accidents which can be 

viewed as trends over time. The simplest model to make predictions from 

implies that there will be at least an equal number next year (Couch 1987). 
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CHAPTER THREE 

RISK AS A CULTURAL CONSTRUCT: 
QUANTmCATION, APPRAISALS AND MYSTIHCATION 

'The fundamental codes of a culture-those governing its language, its schemas of 
perception, its exchanges, its techniques, its values, the hierarchy of its practices-
establish for every man, from the very first, the empirical orders with which he will 
be dealing and within which he will at home." (Foucault 1970) 

Risk assessment not only directs our attention to but also marks various 

kinds of danger we face while living our lives (Lave 1987). What we choose 

to focus on and ignore as risk factors and sources of vulnerability is a social 

decision reflecting values and norms, perceptions of acceptable trade-offs and 

gambles, as well as notions of responsibility. Biomedical science is replete 

with references to risk and tests which measure risk in a seemingly objective 

manner. In Westem society, biomedicine is viewed as separate and distinct 

from other social institutions (Lock 1990, Martin 1987). To make sense of 

current health imperatives involving cholesterol, however, questions need to 

be raised regarding the production of knowledge about risk in general and 

cholesterol in particular. What are the motivations for the research focus on 

cholesterol as a risk factor and the stake scientists have in propagating this 

interest in both scientific and popular circles? A discursive history of 

cholesterol is required, an analysis sensitive to the life world of clinicians 

(Amarasingham Rhodes 1990). As a nurse practitioner as well as an 

anthropologist, my observations reflect my continuing struggle to both 

function within and yet be critical of the culture of biomedicine. 
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Before providing a discursive history of cholesterol, it is first necessary to 

consider risk as a cultural construct in its own right. In this chapter I will 

consider common risk factors, how they are construed and interpreted.As 

Geertz has noted, cultural systems are easiest to understand within the context 

of what they tell us about the nature of the world. How is the story told ? 

How do members of the culture shape the world to fit their particular vision 

(Geertz,1973) ? For Americans, a core assumption is the idea that health 

risks are inescapable because uncertainty is considered a fundamental fact of 

human experience. We accept individual responsibility for taking risks as 

well as the responsibility for systemic and chronic disease through the 

mechanism of "modifiable and controllable lifestyle factors" (Knowles 1977, 

Leventhal 1980). The idea that discrete risk factors can be added and ranked 

arises secondarily from the ideology of science. Ideologies are organizations 

of opinions, attitudes and values which come to be incorporated into a body 

of knowledge about the world (Alexander 1982). These structure ways of 

thinking about man and society; the more successful an ideology, the more 

natural it appears. An ideological pattem of thinking, if it functions well, 

becomes so intemalized that it appears either to be "common sense" or it 

"disappears." 

Science is an exemplar of ideological success. The ascendency and 

success of science is due, in part, to its materialistic, functionalistic and 

reductionistic basis. However, under the "objective and factual" basis of 

scientific thought lie values, attitudes, beliefs and morality. The moral aspects 

of science support the established order and class interests which dominate 

this order. Scientists assume a certain world view before they begin any 
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investigations. The unspoken and unquestioned assumptions about the nature 

of reality become givens. There is no need to make them explicit because 

they are the common basis of experience. Such shared assumptions underlie 

any discourse, even the elaborated code which is developed to inspect them. 

They are the foundations on which social reality is constituted (Douglas 

1970). 

Science refers to a variety of distinct but related items; a characteristic 

method by which knowledge is certified; a stock of accumulated knowledge 

stemming from these methods; a set of cultural values and mores governing 

the activities termed scientific. The word science is generally used to refer to 

any combination of these (Merton 1973). Currently, science is accorded 

special status in respect to knowledge, but before it became widely accepted 

in its own right, science was required to justify itself in terms other than that 

of knowledge itself. A major scientific assumption about knowledge is that it 

is testable. This is made possible by a constancy in the relationship of the 

external world with our perceptions. Normal science does not look for major 

substantive novelties, either conceptual or phenomenal. Rather, its aim is to 

add to the scope and precision with which a paradigm can be applied. 

Therefore, problems are chosen that can be assumed to have a solution. In 

addition, there must be rules that limit both the nature of acceptable solutions 

and the steps to be used. In scientific development, the first received 

paradigm is generally felt to account for most of the easily accessible 

observations. Afterwards, more elaborate equipment, esoteric vocabulary and 

conceptual refinements lessen their resemblance to the usual common sense 

prototypes. Professionalism in science leads to an immense restriction of 
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vision but brings attention to detail and precision that is unmatched (Kuhn 

1970). Although science can flourish in various social structures, capitalism 

seems to provide a context for its fullest development. Four sets of 

institutional imperatives are taken to comprise the ethos of modem science: 

Universalism (truth claims are to be subjected to previously established 

impersonal criteria); Communism (flndings have a common ownership as 

they are a product of social collaboration); Disinterestedness (verifiability of 

public and testable results); and Organized Skepticism (both a methodological 

and institutional mandate) (Kuhn 1970). 

A Brief History of Medicine as Background to a Discussion About Risk 

Scientitic biomedicine arose within the Westem philosophical 

tradition. In 400 B.C., Hippocrates taught that diseases have "natural causes" 

and the human body is capable of healing itself. This school was determined 

to remove magico-religious thinking about the body and introduce a rational 

basis for healing. Hippocrates developed a natural paradigm concerned with 

balance between the four primary and opposing forces of wet, dry, hot and 

cold. A state of equilibrium became the definition of health. Persons with 

observable conditions were the sole candidates selected for treatment. 

Personal accountability and individuality were included even in this early 

model for sick individuals were deemed responsible for their inharmonious 

states. In 200 A.D., Galen, a Greek physician practicing in Rome, developed 

the first medical theories based on scientiAc experiments by using animal 

dissection to advance the study of anatomy. By these methods, Galenic 

medicine enlarged the Hippocratic doctrine. Everything was composed of 
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four elements: earth, fire, air and water. These elements embodied the 

opposing forces named by Hippocrates, but were transformed into the humors 

of blood, phlegm, yellow and black bile. A state of balance remained the 

definition of health. 

During the Middle Ages, little scientific and medical investigation took 

place in Europe. Scholars of that period were more interested in Theology 

than natural observations. The works of Aristotle and Galen remained 

authoritative sources, however. Meanwhile, the Arabs in the Middle East 

preserved much of the Greek and Roman science. Through conquest, the 

Arabs came into contact with Persian astronomy, medicine and mathematics. 

Avicenna, an Arab physician of the late 900s, produced a vast medical 

encyclopedia which sunmied up the knowledge of the day. In the early 1000s, 

the Europeans showed renewed interest in science and by 1100, the first 

European universities were opened. The long series of plagues which swept 

the European continent killed a quarter of the population and halted the 

progress of science until 1543. At that time, Copernicus published a work 

which challenged Ptolemy's view that the earth was the center of the 

universe. This was followed by Vesalius' detailed human anatomy which 

gradually replaced texts by Galen and Avicenna. 

The first recognizably modem scientific paradigm of health, however, 

originated in the era of the Enlightenment. Religious metaphors about 

disease were supplanted by a machine model of the body. This 

representation of the body correlated with mathematical and celestial 

discoveries of the seventeenth and eighteenth centuries. Philosophers, like 

Descartes and Diderot, examined both nature and society from this 
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mechanistic view. Descartes' ideas concerning fundamental oppositions 

between mind and body, spirit and matter, unreal and real, and the person 

and society remain. He was determined that nothing was "true" unless there 

was uncontested evidence for its acceptance. Since he was unable to deny his 

own thoughts and existence, he accepted both on "faith." Descartes remained 

a strongly religious man. After extracting the higher essence of man from 

nature, the body could be examined in a radically materialistic manner. 

Health became synonymous with perfect physical functioning. Humans were 

viewed from a structural and functional stance as similar to machines. This is 

the dominant paradigm in current Western biomedical care and health 

research (Foucault 1979). 

The body-as-machine model has other ramifications as well. Machines 

have to be observed, tended, and fixed because they have a tendency to 

break down. Health, therefore, becomes precarious. Since only visible 

processes are incorporated into this model, placebo effects and 

psychosomatic illness are regarded as problematic. At best, both are 

relegated to the realm of a generalized theory of stress leading to changes in 

both the immune system and other biochemical pathways. Biomedicine 

reduces them to a conception of etiology consistent with the germ theory of 

disease. Bio-individual thinking is problematic whenever it tries to impose a 

generalized germ theory on a pathology, the etiology of which is a complex 

dialectic between the organism and socially induced stresses. Present 

treatment quandaries, issues about compliance and ideas of prevention 

within chronic disease states are reflections of these problems. 
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If afunctional definition of health became prominent, health, defmed 

by being in perfect working order, made illness seem natural (biological) and 

individual. This model contains these implicit assumptions: the definition of 

health is universal, is biologically defmed and is external to any society 

(Kelman 1975). A machine model leads to compartmentalization or 

separation of genes and physio-chemical processes from behaviors and social 

aspects of life. 

In 1800, when medicine became clinically based, concern was directed 

to the insides of the body and control of the health of the population. Foucault 

believed this reflected an epistemological shift. Before that time, medicine 

had been more typological. Diseases were categories that related more to 

each other than to the patient. After this paradigmatic shift, however, 

medicine changed its gaze to look into the body and to focus upon the 

individual and abnormal (Foucault 1975). This localization and ability to see 

disease within an individual's body led to screening tests, quantification of 

risk, and predictions of mortality as well as increasing individual 

responsibility for illness. 

Assumptions of rationality, objectivity, physical and chemical ways of 

seeing and the concept of disease as entity leads to increasing reliance on 

quantification and measurement (Helman 1985). Patient histories, (subjective 

life stories), were formerly regarded as the prime biomedical diagnostic tool. 

Currently, the history is often relegated to self-administered questionnaires 

and demographic information. Both patients and professionals rely on 

objective technology to collect, measure and analyze diagnostic facts. 

Therefore, health is defined as being within a range of normal on some test 
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and disease is a statistical measure of deviance from the norm (Feinstein 

1975). There is a special mystique and status surrounding numbers in science 

and biomedicine. Numerical values are seen as the ultimate test of 

objectivity. Numbers, particularly if they are obtained by standardized and 

rigorous procedures, must reflect reality. This love affair with measurement 

relates to the Platonic model that what we can see and measure reflects an 

imperfect vision of an underlying reality. 

Risk in Contemporary Society: A Critical Assessment 

Current fascination with statistics reflects the belief that abstract 

measures that summarize large tables of data must express something "more 

real and fundamental than the data themselves" (Gould 1981). They become 

facts which must be linked to other facts in a cause and effect model of 

reality. Therefore, quantification reflects two fallacies of an individual and 

biological model of health. One is the reification^ of abstract concepts into 

things (Taussig 1980 a & b) and the other is the desire for ordering and 

ranking complex variation. Preferentially, this variety is organized into a 

linear scale (Gould 1981). 

With an aging population and changes in demographic patterns of 

disease, epidemiology had to look at the nature of causality, proof and risk. 

Therefore, the new realm of epidemiology is concemed with both a 

description of and a search for causality. In current research, there is a 

fourfold emphasis: descriptions of the incidence and prevalence patterns of a 

® Reification is derived from the Latin word res which means thing. Thus,reification 
means making an idea into a thing. 
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disease; definitions of risk factors; prospective evaluations; and evaluations 

of the effect of modifying risk factors to establish cause (Agner 1985). The 

Henle-Koch postulates, based on a doctrine of specific etiology, (Dubos 

1959), do not seem to reflect the complexities of chronic disease.Therefore, 

current epidemiological literature strives to recognize these complexities with 

a multifactorial approach. Nevertheless, the gold standard of research remains 

studies which have confounding variables (risk factors) controlled so one 

factor can be isolated as the cause. New criteria for causal evidence includes 

consistency, strength, specificity, temporal placement and coherency 

(Appendix E, Brandt 1990). 

Risk factors, then, are made into real, measurable things which are 

seen as contributors to the cause of diseases. This causal relationship is 

recognized whenever evidence indicates that risk factors are involved in any 

complex of circumstances which increase probabilities of disease. 

Conversely, the diminution of these factors should decrease the frequency of 

that disease (Lilienfeld and Lilienfeld 1980). There seems to be some 

confusion in the use of the words cause and correlation.^. 

That these risk factors are not distributed equally among a population 

and that their presence may not affect each individual are recognized. The 

knowledge that statistical predictions of mortality have little to do with 

individuals, has not changed risk management literature, however. This field 

continues to quantify and rank risk with an aim toward prediction of 

individual mortality (Newell and Vogel 1988). All risk factors are derived 

^ Correlation, as opposed to causation, is a measure which assesses the tendency of one 
measure to vary in concert with another (Gould 1981). 
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from epidemiological research. These data reveal certain assumptions, 

because, in the course of the initiation of any project, you only get answers to 

questions that are asked. 

After reading numerous risk appraisals, I became aware of certain sets 

of assumptions. The assumptions are followed by my comments. 

1) All diseases are, at least partially, caused by the behavior of 

individuals, groups or communities (Aral 1989, Dunn and Janes 1986, 

Newell and Vogel 1988). I think this reflects changing disease patterns and it 

is both an expansion and translation of the behavior of germs within a cell to 

people within a study. 

2) The definition of health has expanded to include all aspects of 

societal problems (Crawford 1980,1994). This process, called medicalization, 

serves to diffuse questions about ultimate problems by focusing on individual 

states rather than the state of the society. Violence, drug addictions, child 

abuse, sexual crimes, relationship problems and even accidents are subsumed 

under socio-biological stress model. 

3) People are deemed unable to assess true health risks (Howard 1987, 

Muscat et al.l994, Wilson and Crouch 1987). This eliminates political and 

moral discussions by assuming the existence of objective and universal risks. 

4) People are rational and knowledge is the key to behavior change 

(Aral and Cates 1989, Deen 1989, Douglas 1990, Howard 1987, Muscat et al 

1994, Young 1981). If the person knew the magnitude of the risks, then his 

behavior would change. This assumption probably relates to conceptual ideas 

about sin which lead to placement of responsibility and blame. 
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5) There is an urgent need to identify people or groups at high risk 

(Muscat et al 1994, Newell and Vogel 1988). This leads to testing and 

screening which have become interventions in themselves. 

6) Behavioral change and risk reduction will lead to lower morbidity 

and mortality (Newell and Vogel 1988, Muscat et al 1994). Cardiovascular 

morbidity and mortality rates have been decreasing over the past three 

decades despite little evidence that most behaviors have changed. 

7) Risks are "real things" which can and should be quantified (Newell 

and Vogel 1988, Wilson and Crouch 1987). The stated epidemiological 

reason for identification and quantification of risks is the assumption that this 

process would contribute to the biologic understanding of a disease but this 

process also sets the stage for blaming. 

All the above assumptions are found within the health risk appraisal 

literature and surveys. These formal health risk appraisals, although a 

relatively recent phenomenon, are common in medical and popular literature. 

The term Health Risk Appraisal is used to describe units of measurement 

such as relative risk, attributive risk and risk ratios, (Appendix G), as well as 

the measuring tool. All health risk appraisals (HRAs) seek to identify 

individual characteristics that affect longevity. Since the stochastic nature of 

risk is difficult to understand, life expectancy is often used as an example. 

When someone talks about the life expectancy of a person being 79, we know 

that some people die younger as well as older than that age. Adjusted 

estimates of life expectancy are derived from Geller-Gessner tables which are 

compilations of average 10 year mortality rates for the leading causes of 

death in the United States. Using this model, reductions to life expectancy 
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from some risk, like smoking, are calculated. The method uses "the health 

risks of smoking one cigarette multiplied by the difference of the average life 

of a smoker and a lung cancer victim." (American Cancer Society Bulletin). 

The result of these calculations comes to five minutes or just the time it takes 

to smoke one cigarette (Wilson and Crouch 1987). 

Both popular and biomedical HRAs concentrate on behaviors and 

health-related practices that are deemed to be modifiable and controllable. 

These then are compared to epidemiologic data in an attempt to project a 

person's death over some period of time. This makes individual attributes, 

including genetics and behavior, both a source of risk and an intervention. 

Health risk appraisals were originally developed by Robbins and Hall, 

founders of the Society for Prospective Medicine. These appraisals were 

formulated so physicians could identify individual risks based on statistical 

data. The focus of HRAs is to avoid "premature mortality." The expansion of 

HRAs into the private and public heath sectors was facilitated by the advent 

of computer technology. Now computerized formats are available for both 

the collection and analysis of data. Over the past few years, the process of 

risk identification has been combined with intervention programs targeted at 

lifestyle modification (Allegrante and Sloan 1986, Acquista 1988). HRAs 

were believed to function as an educational tool. When the data were 

reviewed with the patients, it was hoped that this feedback would discourage 

high risk behavior and become an intervention in itself. This premise remains 

unsubstantiated (Kuller 1980). Additional interventions are often coupled 

with traditional HRAs, such as health education and programs for stress 

reduction. 
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In Coronary Heart Disease (CHD) epidemiology, the definition of risk 

factors began with the Framingham Study. Since 1948, this longitudinal 

research has generated a huge amount of data and literature about 

cardiovascular disease. The first risks were increasing age, male gender, 

elevated systolic blood pressure, total cholesterol, cigarette smoking, glucose 

intolerance and left ventricular hypertrophy (E)awber, Kannel and Lyell 

1963). Since 1968, when the test became available, serum high density 

lipoprotein (HDL) was added to the growing list. CHD risk equations were 

developed by the Framingham researchers, but these mortality and morbidity 

predictions were most appropriate for those people who were in the mid 

ranges of cholesterol and blood pressure. Since these are continuous rather 

than discrete variables, any dividing line between a normal range and an 

elevation is arbitrary (Wassertheil-Smoller 1989). Nevertheless, cholesterol, 

hypertension and smoking remain the BIG THREE (Newell and Vogel 

1988). 

Risk factors generated by Framingham data have been classified into 

four groups (Agner 1985). These are: 

1) Biological factors (age, sex and heredity) 

2) Physiological mechanisms which may be influence by exogenous factors 

(blood pressure, heart rate, cholesterol, triglycerides, and glucose tolerance) 

3) Social, environmental and lifestyle factors (smoking, diet and physical 

activity) 

4) Prior medical history of cardiovascular disease (myocardial infarction, 

congestive failure, angina) 
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Health risk appraisals are made for many conditions so I have chosen 

to concentrate on those relating to heart disease. However, there is a 

proliferation of risk profiles in medical and popular literature relating to 

cancer (prostate, skin, uterus), stroke, AIDS, and other sexually transmitted 

diseases, psychiatric illness (depression, chronic fatigue syndrome, traumatic 

stress disorder, care-giver burnout), gastrointestinal symptoms (ulcers, 

Crohn's disease, irritable bowel syndrome). The underlying message is 

similar in all these conditions. They are preventable through surveillance, 

primarily under our control, located within our bodies and are subject to 

intervention by biomedicine. There is some mention of "factors beyond our 

control" in most of these assessments but generally they read: "Although we 

cannot control some factors, such as family history, sex, age and race, mosto  ̂

the factors that contribute to the high risk of heart disease are entirely under 

our control" (Klipman 1991). The list of modifiable, controllable and 

environmental coronary risk factors lengthens with every American Heart 

Association Scientific Statement (Appendix F,G, and H). 

Biologic Factors (Age. Sex. Heredity or Family History) 

Age There is an ongoing debate within gerontology concerning the 

relationship between aging and disease (Forbes and Hirdes 1993, Goodwin 

1991, Grimley Evans 1993). One key point is the definition of disease as a 

functional disturbance when compared to some normal reference. In aged 

populations, what is normal? Currently, there are three disease/aging models. 

All have political implications. These models are as follows: aging has a 

small main effect on disease; aging and disease have a strong main effect; 
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aging and disease interact to increase the probability of death at higher ages 

(Forbes and Hirdes 1993). Research and interventions for the first two would 

be centered on disease, while aging itself would be the target of the latter. 

In cardiovascular epidemiology, atherosclerosis receives major 

emphasis. With age, cardiac symptoms increase although this is not a 

universal phenomena. Generally, when the cardiovascular system ages, there 

is a gradual rise in blood pressure, an increased susceptibility of older arteries 

to atherogenic influences ( Hazzard 1989), a decrease in intrinsic cardiac 

contractile function, diminished cardiac reserve and a rise in symptomatic 

coronary heart disease and mortality (Ham and Sloane 1992). More than one 

third of all heart attacks occur in people over the age of 80 and half of all 

coronaries are in people over the age of 65 (Anderson et al 1991,Timmis et al 

1985). American Heart Association data show that the death rate from heart 

attack almost doubles each decade after age 30 (Klipman 1991). Therefore, 

aging related changes may either lead directly to alterations in disease risk or 

may interact with other factors to modify disease risks. 

Sex Nearly two thirds of all heart attacks occur in males (Klipman 1991). 

This sex difference is presumed to be related to estrogen since the death rate 

for cardiac disease increases in post-menopausal females. Females seem to 

experience a 10 to 15 year lag in the extent of coronary, cerebral and 

peripheral vasculature atherosclerosis as compared to men (Wolinsky 1975). 

By age 65, rates of CHD become more similar in males and females (Timmis 

etal 1985 1986). 

Family History and Genetics The current message about genetics is that 

heredity may explain, predict or even modify human behavior. Genetic 
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research is touted as capable of eliminating societal problems like drug abuse 

and violence (Horgan 1993). The political base for the eugenics movement 

has become considerably broader in recent years. People believe that 

demonstrating the genetic basis of disorders will lead to better diagnosis and 

treatments as well as more compassion for sufferers. In the past, however, the 

disclosure of genetic disorders or predispositions led to punitive 

discrimination by insurance companies. In the 1970s, blacks were required to 

be tested for sickle cell anemia. If they refused the test or tested positive for 

the trait, they were refused coverage (Lewontin 1984). Most people believe 

that cardiovascular diseases will be treated in a similar way by the insurance 

companies. 

Even if heredity is the major factor in CHD prediction and treatment, 

information is difficult to obtain and quantify (Anderson 1991). Geneticists 

say they have discovered a gene that could account for half of all cases of 

atherosclerosis which is purported to be the major cause of heart attacks. 

Nishena and Naggert from the Jackson Laboratory in Bar Harbor reported 

that a gene called Atherosclerosis Susceptibility or ATHS triples an 

individual's risk of myocardial infarction. Characteristics of persons with this 

gene include upper-body obesity, low HDL and high LDL. Taken together, 

these three are called an atherogenic lipoprotein profile. It has been estimated 

that 30% of the United States population has this profile, which is thought to 

be related to a single dominant gene. Studies suggest that this gene lies on 

chromosome 19, near the gene for the LDL receptor (Science News 1993). 

Familial Hypercholesterolemia (FHQ, a rare condition, occurs in 

about one per million in the homozygous form. The homozygotes inherit a 
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mutant gene from each parent at the locus for the LDL receptor. This leads to 

extreme levels of LDL cholesterol and severe atherosclerosis in childhood. 

Hypercholesterolemia of less severity occurs in the heterozygous form of the 

disorder. It is approximated that one in 500 people are affected (Grouse 

1986). 

After FHC, the most common electrophoretic patterns of lipoproteins 

in people with premature vascular disease are the following : increased LDL 

Type na (an elevated cholesterol and normal triglyceride); increased VLDL 

and LDL- Type lib (elevated cholesterol, elevated triglyceride); and 

increased VLDL- type IV( normal cholesterol, elevated triglyceride). These 

pattems appear to have a familial distribution in about one third of the 

survivors of acute myocardial infarcts. Types Ila and IV show autosomal 

dominance pattems (Wolinsky 1975). 

Lipoprotein (a) is the new focus in cardiovascular genetic studies. In 

response to findings that many people with very high cholesterol levels never 

did develop (THD, researchers looked for other pattems of differentiation. 

The fmding of lipoprotein (a) caused immense excitement for it could 

account for much of the previously unattributable risk for coronary heart 

disease (Lawn 1992). 

All risk profiles assess family history of early cardiac disease in some 

fashion. Thomas and Cohen found that (THD was nearly four times more 

frequent in siblings of individuals with CHD than among sibling of persons 

not affected (White 1960). A nine year follow-up study by Barrett-Connor 

and Khaw with 4,014 men and women (ages 40-79) concluded that positive 

family history of myocardial infarction was independently predictive of death 



102 

from all causes and from CHD in men but not in women. Younger males, 

under 60, with a positive family history had five times the amount of excess 

cardiovascular deaths (Timmis 1986). 

Physiologic Mechanisms Influenced by Exogenous Factors (Blood Pressure. 

Cholesterol. Triglycerides. Glucose Tolerance) 

High Blood Pressure Hardly known before 1900, this asymptomatic disease 

was not really treatable before 1955. The first step in bringing down the 

nation's blood pressure is realizing it is high. However, before the 

introduction of the blood pressure manometer at the turn of the century, no 

means of measuring blood pressure had been available (Shorter 1987). The 

identification, screening, education and treatment parameters for high blood 

pressure have become prototypes for every other health campaign in the 

United States. In 1967, a select group of Veteran's Administration patients 

enrolled in a double blind medication study. These asymptomatic 

hypertensive men were seen as high risk for stroke, renal disease and heart 

attacks. Due to the large number of adverse consequences in the placebo 

group, the study was interrupted. In 1972, The National Heart, Lung and 

Blood Institute (NHLBI) sponsored a consensus conference to assess what 

should be done about hypertension. Following this conference, the National 

High Blood Pressure Education Program was organized to implement a 

massive public education program about risks, diet and therapy. This led to 

massive hypertension screenings conducted through health fairs in malls, 

schools and other public places. Physicians were also targeted with 

educational materials designed to overcome their reluctance to treat 
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hypertension before there was end stage organ damage. Today, evaluation 

and treatment for hypertension accounts for more physician visits than 

anything other than colds and influenza (Moore 1989). 

It is estimated that hypertension affects 40% of Caucasian and 50% of 

African-American adults (Greene et al 1991). The cause of essential 

hypertension is unknown and no genetic mechanism has been identified. This 

form of hypertension is unique to humans. In most Western countries, but not 

in certain non-industrial ones, there is a progressive rise in both diastolic and 

systolic pressure until age 55 (Meyer 1980). At that time the diastolic 

pressure levels off while the systolic continues to rise. The rise in systolic 

pressure peaks in the eighth decade (Greene et al 1991). 

Currently, hypertension is defined by a systolic reading 140 or above 

and a diastolic above 90 (140/90). High blood pressure appears on every 

coronary risk factor list (Appendix HJ, and J). This is one of the few diseases 

or syndromes which are characterized by a single casual measurement. In 

1980, the World Health Organization defmed adult hypertension as readings 

above 160/95. What was in the past considered borderline high blood 

pressure, 140-160/ 90-95, is now considered high (Appendix L). This accords 

with a generalized narrowing of the range of what is considered normal. At 

the monthly Thursday morning medical rounds at St. Mary's, a physician 

from University of California at Irvine, suggested this standard of care be 

revised. Dr. Abramson felt "aggressive medical treatment with calcium 

channel blockers should be given to all those over the age of 60 with 

pressures of 135/85 (field notes). Although people with hypertension have 

higher levels of risk for cardiovascular events, they do not account for the 
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majority of CHD. Less than 45% of the morbidity and mortality related to 

CHD is found among hypertensives. The majority (55-65%) occurs among 

people with normal blood pressures (Wassertheil-Smoller 1989). 

In spite of questionable etiology and sequelae, however, the American 

Heart Association puts great emphasis on screening and prevention. It is now 

recommended that all adults over the age of 20 have their blood pressure 

checked annually The risk profile from the Heart Association states that 

people with hypertension are three to five times more vulnerable to heart 

disease than those with normal blood pressure. 

Table 3.1 American Heart Association Risk Profile 

1) If the systolic reading is above 150, people suffer twice the incidence of heart 
disease than those with normal blood pressure. 

2) If the diastolic reading is over 100, people have a foiu* times greater risk than 
people with diastolic pressures below 75 (AHA hypertension booklet). 

Although most research studies show familial patterns in hypertension 

(Rossman 1979), lifestyle factors and compliance are stressed in every 

therapeutic program (Dustan 1992). The American Heart Association states 

that modifiable risk factors have been clearly identified in the etiology of 

hypertension. These include obesity, excessive salt intake, excessive alcohol 

consumption and a lack of physical exercise (Stamler et al 1987). The 

presumed causal connection between high blood pressure and sodium relied 

on massive salt intake by laboratory animals and the fact that "primitive" 

people consume less salt and have lower blood pressure than people in the 

West. 

There has been widespread therapeutic intervention with drug therapy 

for hypertension. However, controlled clinical trials with anti-hypertensive 

medication have failed to demonstrate conclusively that successful treatment 
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of hypertension reduces the incidence of CHD events other than 

cerebrovascular accidents (Agner 1985). Even with treatment, the mean 

systolic blood pressure is higher in the aged (Greene 1991). 

Qiolesterol This word is ubiquitous in both popular and biomedical literature. 

Like the previous campaign against hypertension, the National Institutes of 

Health reconmiends that every American adult know their cholesterol level. 

Many of my middle class elderly patients have taken this advice to heart. 

They show concern about their cholesterol number which is seemingly 

unrelated to the relative normality of their tests. Total cholesterol and lipid 

profiles are the most conunonly requested blood tests in many outpatient 

Wellness Clinics (Green Valley, Voyager, Rincon and Nogales). Blood 

pressure, glucose and cholesterol are screened as packages at Health Fairs. 

Rapid office and home do-it-yourself tests are on the market. There are low 

cholesterol diets and products everywhere. What is cholesterol? 

Cholesterol is an essential sterol produced by the liver and intestine. It 

is necessary in the formation of cell membranes, steroids, nerve sheath and 

bile solids (Greene et al 1991). As cholesterol is a fatty uncharged particle, it 

is relatively insoluble in water. Therefore, for transport, cholesterol is 

sheathed with charged molecular groups. These coverings are detergent-like 

combinations of lipids and proteins (lipoproteins). In the laboratory, these 

serum lipoproteins are separable by their density. High Density Lipoprotein 

(HDL), the most dense, accounts for about 25% of the total serum 

cholesterol. This is the so-called good cholesterol that is believed to be 

inversely related to coronary heart disease (Gordon et al 1977). Low Density 

Lipoprotein (LDL) constitutes about 70% of the total cholesterol. This is 
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thought to be the most atherogenic component and is conunoniy called the 

bad cholesterol. Very Lx)w Density Lipoprotein (VLDL) accounts for less 

than 15% of the total and functions as a transport protein for triglycerides 

(Appendix M). 

The American Heart Association states that most physicians and 

researchers believe that cholesterol levels below 150 are ideal and levels 

above 240 contribute to atherosclerosis. With each new discovery relating to 

cholesterol, the level acceptable to most physicians gets lower. It is currently 

believed that if total cholesterol levels were below 150, atherosclerosis would 

not develop or would actually regress (Klipman 1991). Although the average 

cholesterol reading in the United States is 220, over the past 20 years this 

figure has declined 10 mg/dl. In prevention literature, this decrease is 

attributed to the reduced intake of cholesterol and saturated fats in the 

American diet. Pharmacological treatment of persons with excessively high 

cholesterol surely affects these averages as well. 

In most Western countries, serum cholesterol levels gradually rise with 

age. Once a person passes the age of 60, cholesterol progressively loses 

importance in relation to heart disease regardless of the total cholesterol as 

long as this is not excessively high (Agner 1985, Ham and Sloane 1992). 

When more sophisticated tests became available in 1968, the HDL fraction of 

the cholesterol was measured and the LDL was calculated. HDL has now 

become an independent negative risk factor. In addition, the ratios of total 

cholesterol to LDL, LDL to HDL and total to HDL have been quantified and 

ranked as risks. The language is specific: 

Table 3.2 NCEP Revised Risk Profde (1992') 
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1). If your LDL is below 130 and you have no contributing risk factors, then you 
have a relatively low risk of contracting Coronary Artery Disease (CAD). 

2) If your LDL is between 130-160, you run a moderate risk of developing CAD. 
3) If your LDL is above 160, you are more vulnerable. 
4) The higher your HD, the s^er you will be because HDl protects you against 

CAD. The National Cholesterol Education Program established a target of 4.5 or lower for 
the ratio of LDL to fflDL.(NCEP Guidelines) 

There has been a significant amount of research into the genetic 

patterns of high cholesterol. In the case of familial hypercholesterolemia, 

research shows that one in 500 Americans are heterozygotic for a single gene 

causing LDL to rise from two to four times the population mean (260-500 

mg/dL). On average, half of all the first degree relatives of these individuals 

have the disorder which is a specific defect in the gene for the LDL receptor 

(Brown and Breslow 1992). 

Triglycerides. Triglvcerides are neutral fats in which three fatty acid 

molecules have combined with one molecule of glycerol. Dietary fat is 

broken down into triglycerides for absorption. There is a normal increase in 

production of triglycerides following carbohydrate consumption which is 

why fasting before the test is recommended. Triglyceride production also 

increases during the third trimester of pregnancy. Triglycerides are 

synthesized and stored in adipose tissue when caloric intake exceeds 

metabolic needs (Appendix I). Increases in plasma triglycerides are correlated 

with decreases in HDL and increases in LDL. High triglycerides appear to be 

a more important risk factor in women and diabetics (Reaven 1993). Patients 

with hypertriglyceridemia are frequently resistant to insulin-mediated glucose 

uptake, are glucose intolerant and are hypertensive. There seems to be a 

familial pattern of inheritance in some cases. What is now regarded as normal 
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triglyceride levels, like bicxxl pressure, weight and cholesterol, have been 

lowered and the range of normality has narrowed. Current levels below 200 

mg/dL are normal while 200-400mg/dL is borderline high and 400 to 1000 

mg/dL is high. On most automated analyzers, triglyceride levels over 500 

mg/dL interfere with the analytic process so complete lipid proHles are 

unobtainable. 

Diabetes Mellitus Diabetes is characterized by an absolute (Type I) or 

relative (Type II) deficiency of insulin production by pancreatic beta cells. 

Diagnostic criteria include the following: 

Table 33 Diagnostic Criteria for Diabetes Mellitus 1992 
Ham and Sloane, 1992 (Chapter 30) 

1) Fasting blood glucose level above 140 mg/dl on 2 separate tests 
2) A random, asymptomatic blood glucose over 200 m^dl 
3) A normal fasting blood glucose with an abnormal glucose tolerance of over 200 
mg/dl at two hours and another abnormal level after a 75 gram oral glucose load. 

Diabetes is a rather common medical condition. The approximate 

frequency in the United States is 1; 1000 below the age of 25 and 1:25 over 

the age of 65 (Harrison et al 1988, Mange and Mange 1980). Type I diabetes 

(IDDM) has been subsumed under a growing list of auto-immune disorders 

related to the HLA antigen (Harrison et al 1988). Non-Insulin Dependent 

Diabetes Mellitus (NIDDM) or Type n is characterized as a disease with a 

familial pattern of inheritance. In modem populations, it is a middle aged 

disorder which has been correlated with high relative weight, and high 

cholesterol and triglycerides (Cohen 1989). It is hypothesized that in societies 

with periods of caloric deprivation, an individual with large fat deposits 

would have a better chance of survival. However, our cunent diet, high in 
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refined foods and low in fiber, is processed so rapidly that this may lead to 

peaks in blood sugar levels. There is an assumption that hunter-gatherer diets 

led to more steady blood glucose levels (Neel 1962). 

I made an effort to recruit diabetic informants. Joe, Eleanor, Ilene, 

Marty and Gladys are Type II diabetics. Joe and Gladys are on oral 

hypoglycemics. Dene and Eleanor are on insulin and Marty is on diet 

treatment. Dene, a volunteer from Voyager, was diagnosed during her 

interview period. She had a really emotional and rocky time during the 

subsequent six months. Her physician started Ilene on diet treatment Ilene's 

sugars were very high so she went on increasing doses of oral medications. 

None of this was helpful. She was then prescribed insulin and began doing 

fairly well. My father, Leo, was another elderly and obese diabetic who 

needed insulin for initial management. When he lost 30 pounds after his 

cancer surgery, he didn't require any medication. 

Diabetes is one of the most frustrating diseases for professionals to 

deal with because it requires self monitoring and real commitment from the 

patients. There is plenty of room for blaming and individual responsibility 

with this disease. Many of the patients starve the day before they have 

laboratory blood tests so they will look good on the sugar tests. Joe, an 

informant, never had any alcohol, deserts or fruits the night before he went in 

for his glucose tests, and therefore his results were normal. However, one 

night after supper I tested his sugar and it was over 350. Two hundred is 

considered high for a two hour blood sugar. Joe said his sugars were never 

that high at the physician's office. I couldn't seem to make him understand 

the connection between food, alcohol and his sugar. But, of course, he did 
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understand. That was the reason Joe fasted and changed his diet the day 

before his tests. Some of the patients take their oral medications, do not eat 

anything and come in for a blood test. Since it is generally low, due to the 

pill, they are happy with the number. Most adult or family practitioners have 

treatment problems with their diabetic patients. 

Gerri L(RN,PhD) I think that people with diabetes that are on very structured 
regimens sometimes are more amenable to adding new structures and sometimes it's just 
one more thing that the individual can handle. I tend to see more elderly people with 
diabetes that Imow very little about their diabetes or caring for themselves and basically 
what they know is that they take their pill or they have to inject their insulin once a day. 
But the whole gestalt of having diabetes as a chronic disease is totally lost 

Social, environmental and lifestyle factors (Smoking. Obesity. Diet and 
Physical Activity): Round up the Usual Suspects!! 

Cigarette Smoking Of the modifiable risks, smoking appears as a major risk 

factor on eveiy popular and biomedical list. The American Heart Association 

states that smoking is the single most important factor in mortality from 

coronary artery disease and accounts for 25% percent of all coronary deaths 

(American Heart Association 1993). Prospective studies on smoking and 

cancer began in 1951 which introduced the concept of large population based 

surveys, comparative risks and excess mortality (Brandt 1990). The 

relationship between heart disease and smoking seems consistent but exact 

causal mechanisms are unknown. One physiological theory concems the 

effects of nicotine on the sympathetic and adrenergic axis. Nicotine,a 

stimulant, increases heart rate, blood pressure and myocardial oxygen 

demand. It is a coronary arterial vasoconstrictor as well (Gottlieb 1992). 

Since 1988, when the Surgeon General confirmed that nicotine is an addictive 

drug, smoking opponents have wanted to place cigarettes under regulation by 
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the Food and Drug Administration (FDA). This debate continues. What 

triggered cultural changes regarding the acceptability of private and public 

smoking? 

Smoking has a long political, economic and social history. King James 

I branded the habit as loathsome in 1604! The current changes in attitude and 

behaviors about smoking are less than 30 years old, however. In 1964, Luther 

Terry, the United States Surgeon General, issued a 387 page report on 

smoking. This document contained no new research data but was merely a 

review of existing studies. At an historic press release, the Surgeon General, a 

closet smoker, released fmdings concerning male smokers: they died at a 

younger age from lung cancer, bronchitic disease and coronary disease. This 

report marked the beginning of a major shift in cultural attitudes regarding 

smoking. 

The Surgeon General's Report was followed by a number of changes. 

In 1966, cigarette makers were required to put health risk labels on their 

domestic packaging. In 1971 cigarette ads were banned from both television 

and radio. In 1986, Surgeon General Everett Koop released a report on the 

detrimental health effects of passive smoking, which shifted the emphasis 

from personal to public risks about smoking. New and revised studies about 

passive smoking were published. This second hand smoke debate has 

changed the rules of smoking. The Occupational Safety and Health 

Administration (OSHA) has proposed a ban on almost all indoor smoking 

and the Environmental Protection Agency (EPA) has reclassified 

environmental tobacco smoke as a class A carcinogen with an estimated 

death toll of 3000 non-smokers. Within the past year, the list of places that 
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allow smoking continues to shrink. McDonald's company owned restaurants, 

military work places, every work space, restaurants and bars in Maryland and 

even the White House have banned smoking ( Time, March 21,1994). 

Subsequent changes in behavior have been fairly dramatic. In 1964, 

42% of American adults were smokers while in 1989, only 26% of adults 

continued to smoke (Brandt 1990). After annual declines, however, there was 

a plateau reached in 1991. Now, there is a relatively stable smoking level of 

adults ( 26%) in the United States (Time April 18,1994). African American 

adults and adolescents and high school students are groups who are beginning 

or continuing to smoke in increasing numbers. Therefore, smoking has 

become a racial, education, class and age issue. 

In addition, the latest dialog about smoking emphasizes the 

physiological addiction model as well as legal restrictions. The victim 

blaming and personal responsibility have not only survived, but are doing 

well. The House subconunittee, headed by Henry Waxman of California, 

voted for a Smoke Free Environment Act. Buildings that are entered by 10 or 

more people per day (bars, restaurants and almost every place that is not a 

private home) will have to become smoke free or be fmed. Cigarette Taxes, 

up to $1.25 a pack, were suggested to help finance the new National 

healthcare plan. The Food and Drug Administration is trying to classify 

nicotine as a drug, which could remove cigarettes from the over the counter 

market. 

As in all discussions about health risks, this dialogue is political and 

conflicting (Fisher 1957). Selzer (1980) claims that the effect of smoking on 

CHD is questionable and that there may be an association in the United States 
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that is not established in other countries (e.g. Hnland, Netherlands, Italy, 

Greece and Yugoslavia). Random intervention data studies on discordant 

twins and studies of secular trends are not thought by Burch (1980) to 

warrant the conclusion that smoking caused ischemic heart disease. Risk 

estimates are phrased in terms of vulnerability to coronary events and death. 

Although cigarette smoking among adult males has declined from a peak rate 

of 50% 30 years ago to 30% today, female smoking has declined little. Even 

so, (I!HD mortality has declined in American women parallel to males which 

suggests that a reduction in smoking is not the only or major cause of reduced 

total (3HD mortality (Grundy 1993). The language of risk remains clear and 

specific, however. 

Of the people in my study, only three were current smokers (Hollis, 

John and Elaine). About one quarter were in the ex-smoker category (Les, 

Edward, Joe, Ann, Rose, Jan, Marty, Gladys, Edith and Shirley). (Tharlie 

smoked a couple of packs in his whole life. The majority, which was rather 

surprising to me, had never smoked (Warren, Eleanor, Grace, Jean, Betty, 

Barbara, Maurine, Evelyn, lona, Theresa, Rollin, Micki J^iz Amy, Beth, 

Nancy, Marianne, Gerri, Betsy and Micki). Since the RISKO asked about 

smoking, I had information about current smoking history. As an ex-smoker, 

I was also interested in when, why and how people quit. I wondered if people 

still missed their cigarettes. 

John H (John lives at the Manor) I smoke about two packs of cigarettes a day and 
those are the li^t cigarettes, now. Filter tip, if that's your question. I started doing die 
light cigarettes about six months ago because the full flavor ones weren't killing me off 
quick enough (laughs). Really, I just began to listen a little bit. It's more of a tapering off 
than anything. 
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Elaine R (ANP) (Elaine works with me but I never knew she smoked until the 
interview. Later I wrote her a prescription for Nicorette gum to help her quit) I do smoke 
but nobody knows that I don't smoke at work so the only time I smoke is here when I 
come home. I've always had a weight problem most of my life. This is why, I had quit 
smoking for three years until just six months ago. But I had gained 38 pounds and I was a 
very unhappy non-smoker. You know, I said, I don't care airaut all the benefits (of not 
smoking). I was working in M.I. (Medical Intensive Care Unit) where most of the patients 
were respiratory patients on ventilators. But I said, I am so depressed about my weight 
because I have struggled with it all my life. Now that I smoke, I'm a happier person but 
I'm starting to see some effects from smoking (shortness of breath when going hiking with 
her new boy friend). I want to quit but I don't want to gain weight... 

I've quit smoking numerous times but this time, it was, oh I had never gained that 
much weight and I wasn't comfortable with it I was not happy. Some people quit smoking 
and they are ecstatic. Food tastes better and I didn't find any of that All I found was I ate. 
I found that I was a fat, a fat non-smoker.... 

I don't admit to the patients that I still smoke but I do say that I did, well, heck the 
surgeon general said it's more addicting than heroin. It is a tou^ habit to quit as you 
know. Your reasoning was odd, I remember that, but it was strong enough to motivate 
you. Well, I was pos^ with that, I was on the birth control pill and smoke and hit age 35.1 
remember the gynecologist saying, look, you need to make a choice. Well, I opted to go 
off the pill. I didn't opt Sie other way but then I worried about another form of birth 
control. But I remember people saying they didn't worry about lung cancer of COPD 
(chronic obstructive pulmonary disease). Well, I would have to say the opposite with me. I 
worry about it all the time, now that I'm 40. Every morning I come out here and I say, 
now today is going to be the day I'm going to quit and I'm not... 

Bob C ( Bob from the Manor) I quit on October 21,1981.1 had been smoking up 
to three packs a day because I had a desk where I could. I woilced in a store that didn't 
have any smoking regulations. Dr. Dexter got me to quit <How'b> He's sitting right there, 
right like this and he said, when are you going to quit smoking? And I said, when some 
doctor scares the living bell out of me. He said, OK, that time has come. Put them away in 
the wastebasket there. < Maurine said, well you had just had a heart treadmill test> If you 
don't quit he says, then I'd advise you to And a different doctor because I'll no longer 
attempt to keep you alive. The cigarettes went into the wastebasket right then and I still 
reach for one every day. 

Jan PL(ANP-Q (I quit on July 7,1989, my birthday, after smoking about a pack 
per day since I was eleven years old) Well, I quit because I wanted to take those estrogen 
pills for the menopause. I was getting hot flashes and sweats aU night long. When I had 
my knee replaced, I was on the birth control pills and smoked. They put a tourniquet 
around my leg during the surgery and I got a post op DVT (deep venous thrombosis) 
followed by a PE (pulmonary emboli). Tliey, (the surgeons and the anesthesia) crew, told 
me that it was because my clotting factors were off from the combination of the pills, 
tourniquet and smoking. So, I knew, it was a choice between the estrogen and the 
cigarettes. I got a prescription for the gum and chewed until my gums bled from the 
esters but I stopped smoking. I still love the smell of smoke al&ough most people who 
quit seem to bate it 

Rose S (Rose from Villa Serenas) Oh yes, I did smoke, did I ever! I gave it up a 
year before I came here so I was 74 when I quit I smoked a pack, at least I would go even 
higher than that sometimes. 
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Bill W. (Bill in Green Valley) No, I don't smoke anymore. It's been about three 
years now. Course, I only smoked a pipe. I didn't inhale, I just puffed on it Nervous habit 
more than anything else. But it was ha^ to give up. I gave it up by accident more or less. I 
dropped the pipe and broke it and couldn't get down to buy a new one. I went three or four 
days and, and every day was less and less desire for it 

Shirley S (Shirley at Voyager) Oh, yes I smoked. I smoked for almost 40 
years.<When did you quit?> When I had the massive heart attack Gaughs). God helped me 
there, too. I didn't have a choice about quitting. I had the massive heart attack and I didn't 
know that I wanted a cigarette for a long time (because she was sick in the hospital) and 
by the time I got out, the nicotine was gone. But I know that if I would smoke a cigarette, 
I'd be caught again, I know that for a fact. <How old were you when you started 
smoking?> Probably 16. Yuh, I thought I was a smart kid. When my stepfather was 
crushed, he was crushed at work. They brought him home and his whole chest a lead pipe 
hit him in the chest The doctor said there was not hope and they didn't even try to get him 
into a hospital. I was babysitting for him and the four kids (her step-brothers and step
sisters) and he kept saying " Sissy, light me a cigarette, light me a cigarette" and the doctor 
said, anything he wanted, give him. And I lit him two or three cigarettes so.... 

Edith V (Edith from Voyager) Oh, Lord yes, I did smoke until I quit 35 years 
ago! When Pat was 10, that's how I know exactly when I quit. I quit when I was 40. Until 
then, during the war I'd go out looking up and down the street to see who was awake at 
night that I could get a cigarette from if I ran out I couldn't go without a cigarette to save 
my life and then when all this came up and I didn't want Pat to smoke. I quit It was rough. 
It's dam hard to quit 

Ed H. (Ed from Voyager) I quit 20 years ago.< Does it get easier?> There's only 
one way to quit smoking and that's to quit Now, you don't cut down. Stop cold turkey 
and that's it I did it 20 years ago in a hospital be(L I was having troubles in my stomach 
and that was one of the first thmgs he told me to do, that's where I had my operation. I had 
the gastrectomy is what I had. I was smoking two and three packs a day but I was in a 
stress job. <WUch job was that?> Teaching for part of it six years, and I was in the school 
department 

Obesity Obesity, thought of as generally rare in primitive societies, seems to 

be associated with a number of diseases of civilization (Cohen 1989). 

Although the terms are regarded as interchangeable, overweight differs from 

obesity. Overweight is defined as exceeding the population norms for gender, 

height and frame, while obesity is an excessive amount of body fat. However, 

normal and ideal body weight clearly reflect cultural values. In the early part 

of the twentieth century, the representation of the body reflected the bias of 

landed value. A well-fed body was clear evidence of prosperity for both 
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males and females. By the close of the First World War, the ideal body size, 

particularly the female one, became thinner and thinner (Ewen 1988). 

Since the turn of the century, investigations conducted by the life 

insurance companies led to the quantification and correlation of desirable 

weight. In general, most retrospective reviews showed that people whose 

weight was somewhat below average lived longer. Metropolitan Life 

developed standard weight tables in 1942. When the Build and Blood 

Pressure study was complete in 1959 (Build and Blood Pressure Study 1959), 

the tables were revised and renamed the Metropolitan Life Desirable Weight 

Tables (Metropolitan Life Insurance Company 1959). These were used until 

1983 when they were replaced by the data from the 1979 study (Build and 

Blood Pressure Study 1980). The Metropolitan Life Tables are far from 

perfect. They are based on while middle-class males, certainly not a 

representative sample of the entire population. The tables apply to people 

aged 25 to 59 and do not cover the growing number of elderly Americans. No 

allowance is made for aging, so most elderly people are told they are 

overweight (The New Medicine Show 1989). The most recent tables raised 

the range of desirable weights by height 10% for short men and 5% for men 

of medium height These higher desirable weights reflect studies which show 

lower mortality with some increased weight. Total mortality from CHD has 

also continued to decline which may be due.to generational changes and 

lessened childhood malnourishment. 

There continues to be a trend toward smaller ranges of desirable 

weights. For example, the earlier tables might have said 10 pounds in either 

direction was allowable. Now, the tables say 5 instead of 10. Confounding 
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factors in all life insurance data reflect the fact that people who are markedly 

under or over weight are often not able to get insurance (Marty, field notes). 

As with other issues, there are conflicting viewpoints. Keys in the Journal of 

Cardiovascular Medicine (1979) emphasized serious methodological faults in 

insurance data which alleged a relationship between obesity and CHD. In 

fact, no direct relationship has been established with either CHD or premature 

death. Morbid obesity was associated with increased total mortality in young 

adults, however. The increased mortality with excess weight seen in the 

Framingham study (Castelli 1977) was also seen in persons weighing less 

than average. This raised questions on current standards of ideal weight used 

for the American population. 

Our current definition of obesity is 30% or more overweight according 

to these tables. Mild obesity is from 20-40% excess weight, moderate obesity 

41-100% over ideal body weight and morbid obesity is more than 100% over 

ideal body weight. Approximately 20-30% of American men and 30-40% of 

women are classified as obese (Greene 1991). In the Framingham Study, 

obese females under the age of 50 were said to have a risk of CHD that is 2.5 

times that of females of average weight. Obesity is associated with 

hypertension in ages 20-44 with 5.6 times the risk of hypertension and 2.1 

times the rate of elevated cholesterol. Heavy people over the age of 45 had 

twice as much hypertension as those of average weight. This increased risk of 

hypertension includes not only those who are 30% overweight but also 

includes those who are 20% above their ideal weight who have an established 

health hazard (Risk Watch 1984). 
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Not only the extent but also the location of fat is thought to predict 

risk. Formerly, obesity was diagnosed by overall body weight. Kaplan 

regards this as simplistic. For more accurate measurements, one needs body 

size, weight to height ratio and body mass index. This Body Mass Index 

(6MI) is the weight in kilograms divided by the height in meters squared. 

Kaplan sees the complications of obesity limited to those whose fat is 

predominantly deposited in the middle and upper body (Kaplan 1992). In 

current popular literature, these body shapes have been named the Apple and 

Pear fat pattems. The different consequences of upper and lower body obesity 

was first identified in 1947 by Jean Vaque, a French diabetic specialist 

(Vaque 1956). His reasoning concerned testosterone levels. Since females 

have a lower testosterone level, they deposit fat on the buttocks and thighs. 

Abdominal fat, which is more metabolically active, breaks down into free 

fatty acids which can change into triglycerides and LDL. This might 

accelerate the development of atherosclerosis. 

There is an overwhelming amount of popular and medical information 

about calories, fat and exercise, yet Americans are getting fatter. The 

National Institutes of Health suggest that 20% of the American adult 

population is obese. That figure represents 34 million Americans (The New 

Medicine Show 1989). It seems that most Americans are dieting and diet aids 

and programs are big business. During the 1980s, a time of growing health 

consciousness, the proportion of Americans who were overweight rose by 

nearly one third. Between 1976 and 1980, about 26% of adults were 

overweight. The percentage of overweight adults rose to 34% in 1988-91 

according to the National Health and Nutrition Examination Survey 3 
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(NHANES 3). This weight increase was seen in ail age groups and both sexes 

(Wellness Letter 1994). 

At each clinic site, the volunteers have certain routines. Before the 

nurse practitioner sees the client, his/her chart is pulled and the volunteer 

checks the client's weight and blood pressure. I have never heard anyone 

refuse to have their blood pressure checked, but some people will not be 

weighed. At my clinics, the scale was moved to a comer after we heard many 

complaints about the lack of privacy. The clients did not want others to be 

able to see the numbers on the balance scale. Generally, but not always, the 

clients who refuse are large females. They don't want their husbands or 

friends to know the number on the scale! Regardless of size, both males and 

females state that they weigh less on their home scale than they do on the 

platform balance scale (Field notes). Almost every client at the Voyager has a 

bathroom scale which they use every morning. Many of the older married 

women come to the clinic before they eat breakfast and after they exercise so 

they will weigh less ! 

This fixation on pounds is not just a concern of the elderly. There is a 

balance scale in the women's locker at the Lohse Y.M.C.A. I watch older and 

younger women approach the balance scale. Some have an expression, the 

look of doom, which I tend to associate with dental visits. They stand on the 

scale and then gradually move the weight level to the right. Sometimes they 

shift their weight from side to side to see if the weight changes. After the 

weight balances, some just stare fixedly at the number. Some, the thin 

teenagers, look disgusted. I am not the only women who goes to the 

bathroom before and drinks water after weighing myself. Somehow, it 
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reminds me of the dog track. When a greyhound urinates before a race, many 

betters place money on that dog. They see these few ounces lost as making a 

great difference to the race. 

Some of my informants, often the very thin women, are concerned 

about weight of family members (spouses) and female friends. Liz was 

alarmingly thin. She was on a rigid low fat diet for her cholesterol. Liz was 

appalled by the diets eaten by the other volunteers who were both slightly 

overweight. The practitioners and volunteers often went for lunch after the 

clinic closed. Liz always made comments about the content of our meals. She 

was particularly upset with me since I was sort of a role model for healthy 

and low fat diets. 

Liz K. My sister, who lives here, is five years younger than I am. She is 
overweight She weighs about 180 pounds. She doesn't waBc, she doesn't watch her diet 
but her cholesterol is low. (Her sister was a rather jolly women who played cards and 
socialized at Villa Serenas. Liz, in contrast kept mostly to herself). 

Others, concerned about their gradual weight gain, have started on 

liquid diets. Ed, from Voyager, has been on Ultra Slim Fast for the past four 

weeks and has lost about 15 pounds. Shirley's daughter sells a liquid diet 

product and both women drink two meals a day. Ann had lost 30 pounds on a 

liquid diet until she began to eat regular meals. Then, all the weight returned. 

Liquid products emphasize rapid weight loss. They do not, however, teach 

you anything about calorie counting with real food. 

Ann L Remember that diet that I went on? What's the one that Oprah, Medifast or 
Optifast? Medifast was the one I was on. You drink a liquid with milk, either skim milk or 
1% three time a day, four times a day and you have a salad at night A salad as big as you 
want and you've got a limit to what you put on it. I put vinegar on mine and for about a 
month, no, not even that long, maybe three weeks, and then you go on, gradually on 
different things. The next one will be fruits, and then the meats and breads, you know. 
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then gradually, you are on everything but you have to portion it, you know. < And how 
much weight did you lose?> Let me see, I weighed 174 pounds and then I went down 30 
so I went down to about 142 so I lost a little over 30 pounds. <And how did you get it 
back?> Well, I went over a year at the same weight on a regular diet, just eating. Then, we 
went to Florida for a vacation, no we went to Nova Scotia, is where I gained a lot of it 
back 

When I was first on that diet, the doctor (Dr. Brown in Albany) said I wasn't, you 
know, losing the weight the way he thought so he gave me the smallest dose there was 
(thyroid). You know, they don't want you to lose weight drastically at first You are only 
supposed to lose like one or two poun^ a week. That's how I was. I was losing it, but like 
the first week, I lost four. The next week I lost like one and then it would be o^y one. He 
was saying that it must be something, you know, and then he had the test for a thyroid and 
said this will help you to lose the weigiht The thyroid isn't serious but that's when I started 
it, so then after I stopped the diet, I told Dr. Foote about it 

Micki M(ANP) (Micki has always been on some kind of a diet as long as 1 have 
known her. The latest is liquid protein which she makes in a blender. It is bland, gritty and 
terrible. However, she reconmiends a 1200 calorie diabetic diet with obese clients). I think 
that probably 90% of the people we see are overweight I was thinking, if you watch the 
genend population and sit in a fast food store and watch, or sit in the mall and watch them, 
you know, that there are not many people that are in their right range. I don't know 
whether it is our fast food eating or what Now Kelly (her oldest daughter) is a little bit 
overweight right now. She is probably about 15 pounds over. And she, like myself, we 
both have a tendency toward compulsive eating. 

Jan PL(ANP-C) People want results quickly. Usually you don't gain 40 pounds 
overnight so you are not going to lose it either. And usually, you don't lose muscle mass 
overnight although, in grave situations, you might That Weight Watchers seems to be the 
most successful program because they follow you and teach you how to eat with real food. 
Every person that I've seen go on these liquids twice a day will lose the weight but gains it 
right back after they begin r^ food. 

Diet Discussions about various low cholesterol, low fat diets have become an 

obsession with many middle class Americans. The messages about 

decreasing cholesterol and saturated fat is spread through the media, the 

health professionals, the food and pharmaceutical industries (CTharash 1991). 

The evidence that supports a relationship between diet and CHD generally 

comes from three sources: epidemiologic studies of populations that differ in 

CIHD prevalence as well as nutritional, cultural and socioeconomic factors; 

clinical dietetic studies with controlled intake; and laboratory studies with 

experimental animal models (Olson 1960). Diets of affluence, rich in animal 
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protein, fat and calories, have been historically associated with high rates of 

CHD. No hypothesis which is supported solely on epidemiologic 

associations, however, is accepted. Therefore, confirmatory evidence is 

needed. Since strict diet control is impossible in field studies, clinical trials 

use rigid menus, supervised meals and frequent serum analysis. The third 

pillar of evidence, laboratory studies, show great species variation. Rats, 

dogs, chickens and rabbits have been fed large amounts of fats and 

cholesterol with mixed findings (Olson 1960). 

The effect of diet and serum cholesterol has been studied by total 

caloric intake, fats both saturated and unsaturated, exogenous cholesterol, 

insoluble and soluble fiber, total protein, trace mineral intake, caffeine and 

alcohol. In the Seven Countries Studies, the diets of men were assessed and 

correlations were completed between fat consumption and the CHD mortality 

rate after 10 years. Keys reported correlations of 0.4 and 0.84 for total and 

saturated fats and this was interpreted to mean that saturated fat was a cause 

of CHD. This study became the most important piece of evidence in support 

of the National Heart, Lung and Blood Institute's (NHX'BI) diet and coronary 

disease hypothesis even though there were methodological and analytic 

problems in this study. The major methodologic problem was inconsistent 

methodology in diet assessment across the 16 cohorts. This caused substantial 

errors (Smith 1992). In addition, mortality rates for CHD can't be directly 

compared because each country has a different criteria for labeling causes of 

death. Unlike the United States, where only a physician can sign a death 

certificate, non-medical people often certify deaths in other countries. In 

addition, most of these deaths occur outside the hospital and are not followed 
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by autopsies. Epidemiologists rarely question the mortality statistics of any 

country, however. 

High fat diets have been implicated in many other conditions. The 

newest connections are related to skin cancer. A two year study from the 

Veterans Affairs Medical Center in Houston (Dr. Black from Baylor College 

of Medicine) states that people with prior histories of skin cancer reduced the 

risk of developing pre-malignant lesions by eating a low fat diet. Seventy-six 

patients who had been treated for either basal cell or squamous carcinoma 

were randomly assigned to either a 36% or 21% fat diet. Black looked at 

actinic keratotic lesions as precancerous changes. The patients on the low fat 

diet developed an average of three keratotic lesions compared to 10 on the 

higher fat intake. These studies were the result of animal tests which showed 

that low fat diets could reduce the number of skin tumors in irradiated mice 

(Arizona Daily Star 1994). 

Most elderly clinic clients state that they are on a low fat diet 

regardless of their cholesterol reading. What they mean by this will be 

covered more fully in another chapter. Some have a high cholesterol, are on 

medications and really watch their fat intake. Shirley is one of these people. 

Shirley S. My cholesterol is too high, 246 is the last one. Fm going to have it 
tested when I get home because we only eat two teaspoons of, equivalent to two teaspoons 
of fat a day, no sugars at all. Not even bananas or carrots or anytUng that has natural 
sugars in it <What kind of a diet is it?> It's called Diet Center. I'll get the book. And I've 
lost sixteen pounds. I was too fat. Many of us are too fat but I felt brom! There's more or 
less the beverages and the water, the main thing in here is to keep the oils and the sugars 
down. We eat a large apple, two fruits a day, at least two fruits a day. Sandy (her daughter) 
and I are on it but Ted (her husband) is eating regular food. < Is there special food you 
buy?> Yuh, but you can buy them at Smith's or Fry's. It says Weight loss program for 
women on it... I didn't even start on the first part of it but Sandy cUd because she had so 
much weight to lose. The first part, they have a conditioning diet. I just did the reducing 
diet, phase two. I count nutrients. 
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Exercise and Physical Activity Probably the most conclusive evidence of the 

benefits of exercise is the 1986 study of 16,936 Harvard alumni ages 35 to 

74. Regardless of other factors such as high blood pressure, smoking, excess 

body weight or positive family history, the active individuals had a 

significantly lower death rate than their sedentary peers (Blair et al 1989). 

The emphasis is on aerobic exercise lasting longer than 20 minutes. Examples 

are swimming, walking, cycling, and jogging. Current health and fitness 

recommendations suggest at least three aerobic sessions per week. Although 

many Americans state that they are involved in a regular exercise program, 

the data for a net increase in the average level of activity are lacking. The 

Center for EMsease Control (C.D.C.) estimates as many as 60% of all 

Americans are "couch potatoes." What are the beneficial effects of exercise? 

The exact mechanism is unknown but the hypothesis is that regular physical 

activity may improve the serum lipid pattern by increasing HDL and 

decreasing LDL levels, reducing blood pressure, and protecting against 

diabetes by increasing insulin sensitivity through weight maintenance 

(Grundy 1993). Sedentary people tend to have HDL levels as much as 33% 

lower than those people who exercise. It also seems that exercise lowers the 

resting heart rate and strengthens the heart muscle. People who avoid exercise 

have a resting heart rate as much as 2.5% higher than people who don't 

exercise regularly. In general, people who exercise are less likely to smoke, 

to drink in moderation, to have better dietary habits and more lean muscle 

mass than sedentary people. 
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Every health risk appraisal or demographic form asks about exercise, 

(extent, type, frequency). I noticed a trend among the clinic clients at both 

Voyager and Valley Presbyterian. They ail walked two miles three times a 

week. I asked them whether they had read or heard something about this 

particular distance as being therapeutic but no one was sure that they had 

heard or read about this specific distance. The survey data also conArmed 

both walking and the distance as the most popular exercise for the clients (see 

Table 13). Many of the people who live at the Voyager walk twice around the 

perimeter of the park which is said to be slightly over two miles. Later, I 

asked people at the YMCA track about their distance. Most said one to two 

miles (20 laps around the track is a mile). 

Beth S (ANP-C) I don't run with the dogs, we walk. We walk about a mile and a 
half every day and that's real good for me cause if I didn't have the dogs, I'm not sure that 
there are days I would do it But you get home and they are jumping around and they just 
have to go or you can't get any peace. 

Grace G. I joined this fitness program at the U. I got into it because I went walking 
one day at the beach with my niece. Oh, God, I couldn't keep up with her and I was only 
about So, I thought, when I get home I'm going to do something about this and I foimd 
out through T.V. that they had a fitness program at the University. And I signed up for it, 
you know I went through all the tests, stress tests, everything. So, I went regularly at the 
time, you know, three times a week for warm-ups and then walked about four miles. I used 
to do a lot of jogging and then it finally got to the point that it wasn't working, so they 
discontinued that as of the end of June with all the cuts at the University. 

However, I'm still doing the walking. I'm not doing too much of the stretching. I 
get too bored here on the floor but I was up at five this morning and I walked about three 
miles and I do that three times a week. But unfortunately, if you are not paying for it, you 
don't do it quite as well as when you are paying. It was great, you know. I was home by 
seven o'clock and have the whole day ahead of me to do things. 

Medical History of Cardiovascular Disease (Documented Infarcts) 

People with established CHD are at the highest risk for future infarcts. 

This relationship is consistent for both men and women. This group is five to 
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seven times more likely to have repeat myocardial infarctions than the 

general population (Rossouw 1990). The National Cholesterol Education 

Program (NCEP) recommends more aggressive intervention and treatment of 

cholesterol for those who have an established CHD history. Pharmacological 

treatment is suggested for levels of LDL that are considered within the 

normal range for adults. This is called secondary prevention as opposed to the 

clinical management of patients without CHD which is known as primary 

prevention (Special Communication 1993). 

Other risk Factors: The Remaining Usual Suspects 

Stress. The belief that stress is a pathological part of our existence and can 

cause or increase our chances of becoming ill are common themes in 

biomedical and popular discourse. Investigators assume that the causal 

relationship between stress and disease is true, although it is not proven. 

Originally, Cannon's work showed stress to have positive aspects (Cannon 

1920). Our current ideas about stress, however, are negative and sinister. In 

stress research, there are images of a weak and defenseless body unable to 

keep up with the demands of daily living. The so-called stress diseases-

chronic and degenerative ones like CHD, diabetes, cancer, arthritis and other 

auto-inunune conditions-are generally regarded as modem phenomena. They 

are not associated with pre-industrial societies and neither is stress. So, the 

absence of these diseases is often given as evidence that these primitive 

societies are not subject to high levels of stress. In comparison to industrial 

countries, illness is regarded as more natural in these primitive societies. This 

thinking appears to be circular. 
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It is well known that there are daily individual variations in serum lipid 

levels which range from 10-20%. The reasons are poorly understood so some 

research has been directed toward mental stress. Heart rate, blood pressure 

and cholesterol were measured before giving the participants an arithmetic 

test (The Stroop Test) and again after the test. Elevations in the serum 

cholesterol persisted while blood pressure and heart rate returned quickly to 

baseline (Muldoon et ai.l992). 

The concept of stress is neither objective nor value-free. It is filled with 

values about the nature of the social order. Stress, as causal, deflects attention 

from the limits of biomedicine (Pollock 1988). Since stress is individual and 

may be controlled, blame and responsibility become part of the stress 

discourse. The emphasis on prevention and self-care are interwoven within 

the stress literature. Self-care is cheaper than professional healthcare and the 

adoption of personal prevention is really attractive in the chronic, long term 

disease arena where medicine can do little. Therefore, in Pollock's research, 

the two most common conditions associated with stress were heart attacks 

and nervous breakdowns. While stressful situations are involved in 

precipitating heart attacks, other people cause nervous problems (Pollock 

1988). Heart attacks are seen as mediated through both physical and mental 

overexertion which may increase the release of adrenalin (Selye 1974). 

Ultimately, the prolonged exposure to stress erodes the body defense system 

and makes a person vulnerable. The ascendence of so-called stress related 

illness is explained by the pace of modem civilization. Life is more pressured 

and there is less time for relaxation or leisure (Pollock 1988). 
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I listened to conversations from my retiree clinic patients who were 

extremely concerned about the increased pace of life. Most of them correlated 

their chest pain, hypertension, arrythmias, or rapid pulse with stress. If their 

blood pressure was elevated in the physician's ofHce, it was due to a fear of 

having something wrong. Many clients had their blood pressure rechecked 

(first by the volunteer and later by the practitioner), if it was higher than they 

wanted or expected because " I just ran in the door and I haven't had a chance 

to sit and relax and maybe it's down now, after I talked to you" (Valley 

Presbyterian, Manor and Voyager field notes). The concept of "white coat 

hypertension" has been recorded in professional and lay literature so this may 

be accurate for some of these clients (1981 article in Lancet). In any case, 

many clients relate stressful life events to hypertension (hyper-tension). 

Ann L. I know my blood pressure is up because of situations (Joe's health). Cause 
I never had blood pressure problems before. The only thing I remember is the pain in my 
shoulder and when I went to the walk-in clinic there. (Florida) He said it could be the 
beginning of osteoporosis or arthritis but the x-rays didn't show anything but I still had the 
pain. When I went to Dr. Foote, he said it could have been stress. He said stress will do 
that and he prescribed the pain pill. Then he sent me for more x-rays but the results came 
back and the nurse called me and said there's nothing the matter. My x-rays were fine so 
Dr. Foote thinks stress, cause I only took two of the pain pills and it went away. 

If clients had been on a low fat diet, the reason for a continuing high 

cholesterol was always said to be due to some stressful event, even the fact of 

diet itself (field notes). Stress became a general explanation for most somatic 

complaints. However, Pollock says that the general perception of increased 

stress has more to do with the proliferation of various stress theories than 

actual structural change (Pollock 1988). 

Bill S. ( Bill is my extreme example of undue worry over cholesterol but he also 
had concerns about his diminished memory.. He attributed this loss to years of taking 
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tranquilizers.) My doctor gave me Valium before the Librium because I was a sort of a 
nervous wreck. When I worked in the bank, I used to take Valium. I remember, one of my 
key girls that used to help me the bank there, she could run the place just as well as I did. 
Well, there would be a knock on the door and we'd look out and then someone would say, 
"Oh, it's the bank examiner" and they always made things miserable for us. And she used 
to to say, "How about a pill, sec, I'm all nervous. The examiners are coming." So, I'd give 
her one of those Valiums and I'd take one too (laughter). 

Stress became a quick and acceptable answer (i.e.,cause) for many 

medical problems. I, in my nurse practitioner role, often tell people plausible 

(biomedical and physiological) pathways for stress mediated increases in 

blood pressure, cholesterol, blood sugar and heart rate. These involve 

epinephrine release and activation of the sympathetic nervous system. Much 

of this biological information arose from Selye's General Adaptation 

Syndrome (GAS) which has been a dominant model for natural and 

behavioral sciences (Selye 1974). Holmes and Rahe used the GAS as the 

physiological reason to explain illness episodes following major life change 

events (Holmes and Rahe 1%7). We used the Social Readjustment Rating 

Scale for a research project at the University of Lowell (Labate, Magrath and 

Woods 1979). Not only was this a long and cumbersome instrument, but it 

was also totally unrelated to current medical and social problems in an elderly 

population. 

Current research on stress and cardiovascular disease looked at the 

incidence of heart attacks on birthdays, holidays, days of the weeks (Monday) 

and season (Winter). Dr. Alan Wilson of the Robert Wood Johnson Medical 

School found that men are 20% more likely to suffer a heart attack on their 

birthday. He also found that the admission rate for heart attack increased on 

the day after holidays (Haney 1992). 
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The current dialog about stress is reminiscent of personality theory 

discussions. Mayer Friedman and Ray Rosenman developed the theory of 

Type A and B in the 1950s. Type A is a fast paced, aggressive and impatient 

personality while type B is a more relaxed, easy-going person. The initial 

research showed Type A personalities to be at two to three times higher risk 

from CAD. More recent studies show that only hostility is related to 

increased risk in the type A personality (Urquhart and Heilman,1984). 

Personality is regarded as an individual trait which is controllable, however. 

Some other biomedical concepts involve more complex links between job 

stress, personality type, ways of dealing with stress and CAD. One common 

theory deals with perceptions of control as being the most important variable. 

Workers who hold the least input into the decision making process would 

have a higher risk. This seems to contradict the conventional wisdom about 

executive stress and risks. In fact, most of the early industrial stress reduction 

programs were targeted at men in upper management. 

Caffeine Caffeine is one of the most popular and ancient stimulants. It has 

also been one of the most studied but research results have been confusing. 

At one time or another, caffeine has been accused of causing miscarriages, 

pancreatic cancer, heart disease, breast disease, high blood pressure and high 

cholesterol levels, although scores of studies have failed to establish any 

conclusive link to CHD. A review of studies in Heart and Lung found no 

increased risk of heart attack in people who consume caffeine, even if they 

have heart disease. Therefore, the researchers suggested no restriction. Even 

the Archives of Internal Medicine found no association between coffee 

drinking and CHD when the subjects drank more than six cups per day 
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(Wellness Letter 1994 b).Two to three cups of coffee or the equivalent are 

equated with a moderate rate of consumption in most studies. 

There have been some questionable studies about the effect of caffeine 

on serum cholesterol. For every study that finds caffeine boosting cholesterol, 

another fmds no evidence. John Hopkins Medical Study in 1992 found that 

healthy men who drank four cups of filtered coffee daily experience a slight 

rise in total blood cholesterol with HDL-C rising in proportion to the total. 

Confusion arises about the effects of caffeine for the following reasons: the 

response varies from person to person; researchers do not distinguish between 

habitual drinkers and non-drinking volunteers; confounding factors about 

smoking, exercise and diet are not addressed. However, many of the clients 

and professionals participating in my study restricted their caffeine intake for 

many reasons. For some, it is part of a general change in dietary habits to a 

more healthy lifestyle. For others, it is more specifically related to cardiac or 

other symptoms. 

Amy G(ANP-C) (about telling people how to make gradual changes in their 
habits) I've been trying to cut caffeine so I've cut back one cup a day and I'm real proud 
of it (laughs). Well, you know, I still have about three glasses of caffeine beverages a day 
but I'm not having four any more and I think, eventually, I'll be able to cut it back even 
more more. But it takes time. < Now, why are you doing this?> Caffeine effects my 
periods. I have been having painful trouble with my periods, cramping and heavy periods. 
It (the caffeine reduction) seems to work because I'm really cutting back during my 
period and that's working so, I'm cutting down. 

Alcohol Alcohol, a natural product of fermentation, is probably the most 

commonly used drug after caffeine. Historically, it has been associated with 

both religious and social gatherings. In our culture, drinking is viewed with 

great ambivalence. Drunkenness is not acceptable but social drinking is 

relaxing and relatively inexpensive. Unlike smoking, alcohol is widely 
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advertised in all forms of media. Beautiful, sophisticated, slim and healthy 

looking people are seen drinking but never drunk. Beer consumption is 

associated with many athletic events. While the cost of soft drinks and milk 

has quadrupled since 1967, the cost of alcohol has not even doubled. This is 

due to the fact that taxes on alcohol are not tied to inflation (Wellness Letter 

1993 b). 

The study of alcohol use is a moral, political and economic stage for all 

types of research. In cardiovascular research, it has been associated with both 

rising and falling cholesterol levels. Some articles say that one to two drinks a 

day raises HDL levels and protects against heart disease. This same amount 

may raise the probability of breast cancer for women, however (Wellness 

Letter 1994 c). Specific types of alcohol, (e.g.,red wine), have been 

recommended for cardiac patients because the rate of dHD is lower in wine 

producing countries like France and Italy. Like other social problems, 

alcoholism and heavy drinking have been medicalized. Norms of drinking 

behavior have changed what is considered appropriate to drink as well as 

amounts (Musto 1996). Blood alcohol is a measurable and quantifiable thing. 

Moderate and excessive consumption are even defined separately by sex 

because alcohol affects men and women differently. For a women, one drink 

daily is moderate consumption. This drink is equivalent to a 5 ounce glass of 

wine, 12 ounces of beer, or 1.5 ounces of 80-proof spirits. In all studies, 

excessive intake is defmed as more than 3 to 4 drinks per day. 

Cardiovascular Health Risk Appraisals 

The language of health risk appraisals clearly replicates the ideology of 

biomedicine. Language is context dependent and shaped by power relations. 
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Therefore "components (risk factors) are selected because they are objective 

and strongly and independently related to coronary heart disease and because 

they can be measured through simple office procedures and lab results" 

(Anderson 1991). Since chronic diseases are associated with multiple factors, 

there remains a biomedical problem. Which of these factors is most strongly 

associated with the disease? In complex disease states, it is difficult to 

segregate individual contributions so statistical techniques are used to allow 

for more accurate quantification. The most conunon of these techniques is 

multivariate analysis (Ray 1993). Linear regression models allow 

mathematical separation of the effects of multiple variables. Epidemiological 

studies estimate risk with measures of probability. Relative risk, the odds 

ratio and relative odds are used as approximations to compare a person's 

exposure. This view replicates the infectious disease model and reflects 

Americans love of measurement. 

However complicated the measurements, individual components are 

selected because they reproduce our cultural bias toward individual, personal 

responsibility and health as an achieved rather than ascribed status. Conmion 

introductory language in risk assessment literature reads as follows: 

#1) Health risk appraisal is an educational tool. It shows you choices you can make 
to keep good heal& and avdd the most common causes of death for a person your 
age and sex. This health risk appraisal is not a substitute for a check-up or physical 
exam that you get from a doctor or nurse. It only gives you some ideas for 
lowering your risk of getting sick or injured in ttie future. It is not designed for 
people who already have HEART DISEASE CANCER, KIDNEY DISEASE OR 
MOST OTHER SERIOUS CONDITIONS. If you have any of these problems and 
you want a health risk appraisal anyway, ask you doctor or nurse to read the report 
with you. (Healthier People, Emory University) 

#2) The RISKO heart hazard appraisal is an indicator of risk for adults who do not 
currently show evidence of heart disease. However, if you already have heart 
disease, it is very important that you work with your doctor in reducing your risk. 
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RISKO scores are based upon four of the most important modifiable factors which 
contribute to the development of heart disease. These factors include your weight, 
blood pressure, blood cholesterol, and use of tobacco. 

The RISKO score you obtain measures your risk of developing heart disease in 
the next several years, provided that you currently show no evidence of such 
disease. 

The RISKO heart hazard appraisal is not a substitute for a thorough physical 
examination and assessment by your physician. Rather, it will help you leara more 
about your risk of developing heart disease and will indicate ways in which you 
can reduce this risk. (American Heart Association, Heart Hazard Appraisal, 19SS) 

#3) Are you on a crash course? \^1 you pass inspection? How do you know your 
clmces of getting heart disease? Looking at your risk factors will give you a good 
idea. Risk factors are habits and facts about your health that increase your chmces 
of having a heart attack. Some can be changed, some can't The three major risk 
factors that can be changed are: (1) High blood pressure; (2) high blood 
cholesterol; and (3) cigarette smol^g. Other risk factors like lack of exercise, 
weighing too much, and high blood sugar (diabetes) can also be changed. People 
with a family of heart disease and men have a higher chance of getting heart 
disease; these factors can not be changed. (American Heart Association 1990) 

The Quantification of Risk Using Risk Factors 

The discourse about risk factors highlights certain aspects of Western 

cultural ideology. Americans are enamored by the process and outcome of 

quantification. Numbers add the essence of a type of truth to any discussion. 

If it can be measured, it must be scientific (objective, progressive and 

factual). Risk factors are seen as if they were residing within an individual 

even though these characteristics are derived from populations. Therefore, 

risk factors are the problem, property and responsibility of the individual. 

Risk factors become another moral marker, another test to be taken and 

scored. After adding up these factors, we can assign people to categories of 

low, normal and high risk. This separates risk-takers and deviants (the other) 

from hard working healthy Americans. 

High risk, defined as a net of two or more CHD risk factors, leads to more 
vigorous intervention. Age is treated as a risk factor because rates of CHD are 
higher in the elderiy than in the young, and in men than in women of the same age. 
If the HDL cholesterol is equal to or more than 60 mg/dl, subtract one risk factor. 
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If you are a man who smokes a pack a day, you are twice as likely as a non-
smoker to suffer a heart attack. If you smoke two packs a day you are five times as 
vulnerable. If you smoke over two packs per day, you have as much as ten times 
the risk of heart attack as a non-smoker your age and sex. 

For females, the risk is even more dramatic. A recent Harvard study shows 
that smoking as few as one to four cigarettes per day more than doubles the 
incidence of coronary heart disease. Smoking effects females more than men 
because it tends to lower estrogen levels and the normal estrogen levels prevent 
coronary artery disease (Risk Watch 1984) 

Coronary disease is more common in diabetic patients and is the major 
cause of morbidity and mortality in those with NIDDM^® (Reaven 1993). This is 
unrelated to either serum cholesterol or diabetic control. Males below age 60 with 
Diabetes and no other risk factors have 1.4 times incidence of CAD, fe^es have 
23 times the incidence. More women than men have diabetes at the time of their 
first heart attack. The Framingham study showed males with diabetes had a risk 23 
times greater than non-diabetics while diabetic females had a 5.7 times risk of 
dying from CAD than non-diabetic women (Dawber et al 1963). 

One of my patients allowed me to have a copy of his laboratory report 

containing his lipid profile and risk assessment.The quantification of this 

test ran as follows: 

"It has been well established that an elevated cholesterol is a risk factor for 
developing atherosclerosis. The goal for your cholesterol is dependant on what other risk 
factors you have for atherosclerosis. The most important of which is known coronary 
artery disease. These risk factors are: 
1.) Male Gender 
2.) Age greater than 50 years 
3.) Hypertension 
4.) Diabetes Mellitus 
5.) Coronary Artery Disease 
6.) Tobacco Use 
7.) Family history of premature CAD 
8.) Obesity 
9.) Gout 

Based on these risk factors, your risk group is; 
Group 1: Known CAD; or 2 or more risk factors 
Group 2: No CAD and one risk factor 
Group 3: No CAD and no risk factors 

This refers to Non-Insulin Dependent Diabetes Mellitus which is most commonly 
associated with older adults. An older name for this disease is Type II Diabetes. 
11 Bums Clinic Medical Center, P.C., Petoskey, Michigan 
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Carondeiet has internal and external contracts that utilize nurse 

practitioners to do preventive and health maintenance activities. Amy, Beth 

and I do most of the Hughes Aircraft physicals on older adults while Kathy 

and Marianne do school and sports physicals for Tucson Unified School 

District. A formal risk analysis tool, the Carter HRA, is used for Hughes and 

will be used for the Community Nursing Organization. The Carter Center of 

Emory University HRA includes quantification of Risk Years Gained which 

are based on death certificates as adjusted for personal factors that reflect 

current health patterns, medical practices and environmental conditions. 

Appraised rates (MY GROUP) are computed for persons with my current 

health and safety practices. Achievable rates (TARGET) are computed for 

persons who can reduce risk factors to a lower level. I entered my data 

(weight, height, blood pressure, cholesterol, driving history, sex habits, 

smoking behaviors) into the computerized program and received the 

following results: 

Female: age 51 years 

Risk Age:46.96 years 

Target :46.80 years. 

My only additional risk factor was weight. I was judged to be about 24% 

overweight for my frame and height. Because I am a non-smoking female 

with low blood pressure, my risk is lower that an average woman my age. 

Practitioners see problems of various sorts with these assessments. 

Beth S (ANF-C) You see the problem with that is, we get the HRAs on the 
younger ones and then we put them t^ugh the computer. We get them back and 
obviously, those are based on statistical risk and the fact of the matter is, once you are 
under, like fifty, your chances of dying in proportion to the population is actually 
relatively low even though the cholesterol level may be be high and they may have some 
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really terrible habits, like terribly overweight or they smoke. Their HRA doesn't come out 
looking that bad because of their age, their age is protective, just statistically, their age is 
protective. 

Jan PL (ANP-Q I'm learning that these kinds of tools (risk appraisals) tell me 
nothing about the patient's behavior at all. Are they meant to? I think they are, to some 
people. Now if you are going to do the Hughes physicals (preventive he^th examinations 
for Hu^es Aircraft), you do the health risk appraisal (The Carter HRA), There is a whole 
check list of things. You are supposed to present that, put the person in a category, 
recommend behaviors. I mean, that's the idea. Hughes is doing this for a cost effectiveness 
thing, to find, to locate, search and destroy. To locate people who are at theoretically high 
risk so that they can do interventions prior to the fact that they will have to be pensioned 
off or incur a lot of health costs. 

Gerri L (RN J'hD) Tm aware of the Heart Association Risk Factors and the Cancer 
Society Risk Factors but I look at that in the context of that person and their life and what 
they are at risk for and what the is going to mean to them, down the road. So, like for 
instance, one of the people that I'm wo&ng with right now has very severe peripheral 
vascular disease. He is a bilateral amputee, lives alone and so that when I see that he is a 
chain smoker, that he eats foods that are extremely high in fat, it's not only looking 
statistically. He is more at risk, of course he is, and given his past history, and also in 
terms of his life. How does a risk translate in Us life and for him. He's living in an adult 
care home, that, if he can not care for himself, he will not be allowed to stay. He has a dog 
that he cares very deeply about and the dog won't be allowed to go with him if he goes to 
an extended care facility. So what I do is translate in terms of, what does it mean to you to 
you in terms of your life?....He knows he is at risk and he knows the implications of his 
behaviors. There's enough in our disciplinary knowledge (nursing) that says there's a 
whole lot more, a lot of other pieces so this this, just giving somebody a number and 
telling them their statistical risk, to me, makes absolutely no sense....! see risk evaluation 
as valuable in a narrow context when you get into this little box that says "cardiovascular 
risks". But, if you get into that little box too quickly, I see it as creating major obstacles to 
being able to work with that individual because you are giving the message that you are 
going to box them up and you are not going to give them the freedom to tell you what they 
really care about and what's important to them. 

Professional Evaluation of Risk Factors 

It is a continuing struggle to look at patients and try to predict which of 

them will get symptomatic coronary disease. In daily clinics, most of us don't 

use formal risk analysis tools, but we do informal risk assessments. 

Generally, I look at a person and ask them what they do for fun. If they look 

at me as if I came from the Gamma Quadrant, I tend to become more 

concerned with their health status. If clients say they feel well, have some 

sort of joy of living, get out and do things, have friends and family activities. 
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I feel that they are at less risk. In a way, of course, this is a self fulfilling 

prophecy. If someone is too sick to get out do activities, then by default, they 

are frail and at risk. I asked Charlie, an Internal Medicine physician, whether 

he would consider the following patient to be at high risk for coronary heart 

disease: 51 year old post-menopausal female; ex-smoker; both parents died 

from heart attacks, father at age 72, mother at age 64; cholesterol 278 with an 

HDL of 88; slightly overweight; swims for exercise; normal blood pressure; 

positive maternal and paternal history of diabetes. These are my risk factors. 

He felt that this person was at high risk until I told him that it was me. Then 

he said that he would skim over these factors since he didn't consider me a 

high risk. I was removed from the high risk category because I was physically 

active, ate a good healthy diet, and had quit smoking (Field notes). The 

practice of individualizing risk assessments and health recommendations for 

clients despite the same numbers on a cholesterol test has also been 

demonstrated with Swedish patients(Adplsward and Sachs 1996). In 

translating the risk from a test or a score, there are other factors weighed in 

every patient encounter. 

Chailie G (MD) Well, no, I don't use a formal risk analysis. I mean I just do it 
informally. Who do I consider at risk ? If someone has, well I consider things like family 
history of heart disease, the individual's cholesterol and HDL, maybe triglycerides. In my 
patient population, they have a high average cholesterol ( El Rio Clinic). They are 
Hispanic, a lot of diabetics, a lot of poor nutrition, a lot of obesity. 1 don't worry if it's 200 
to 240. 

< So, do you look at men and women differently?> 
If I had a women with a real low HDL, I think I would treat her the same as a man 

with the equivalent cholesterol but if a woman has a total cholesterol in the 200 to 240 
range, 1 might tend to thank that maybe her HDL is going to be a little higher than the 
average mde. I've heard some information that high triglycerides are as much of a 
problem as high cholesterol but most of my patients who have high triglycerides are 
diabetics. I just concentrate on treating their diabetes, having them stick to a good diabetic 
diet and it usually comes down. 
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Baine R (ANP) What other risk factors would I look at, other than cholesterol and 
cigarette smoking? Well, Fd definitely look at their heredity, even thought it's not a 
modifiable factor. Sometimes if people are educated that if, indeed, you had a brother, 
sister, father, mother who died from heart before the age of sixty, that your risks are much 
higher and that maybe, you need to start woridng on, you know, exercising. 

<What do you do about triglycerides?> 
Debra K (MD) WeU, that's a cloudy area because they are not sure what risk 

factors are added to by a high triglyceride. I see that when people go on a diet for low fat 
and lose some weight, then their cholesterol and triglycerides go down together 
<What do you regard as risk factors for osteoporosis?> 

E>ebra K (MD) Well, I look at things like weight, if they are a smoker, light 
skinned, blondes for treatments with hormone replacement therapy. The risk for 
osteoporosis right after menopause shows a precipitous drop in tone mass for the first live 
years and then a drop that is more gradual. I put people on hormone replacement if they 
are at risk'for osteoporosis because it is epidemic. All the falls and fractures and nursing 
home stays, those orthopedic surgeons are making $4 Billion a year in osteoporosis 
surgery. The fact that it is a condition affecting women means that very little research has 
really been done on this, like, for example, who do black women have more bone mass 
than Northem Europeans and Asian women? One theory about Asians is they get very 
little calcium in their diet but this has not been studied. Also, women who are fat are more 
protected, it seems, because D.E.S. is stored in fat tissue and perhaps they,(the fat women) 
have a higher level of circulating estrogens in the blood to help prevent osteoporosis or 
slow down bone mineral loss. It hasn't been studied, but if men were falling down with 
hip fractures, there would be a lot more research in this area. 

Also, the heart attack risk, one women I knew and also read a case history on, was 
42 and had all the s)^ptoms of a heart attack but her doctor admitted her to a regular floor 
(instead of an intensive coronary unit) and after two weeks was unable to give her a 
diagnosis. I think that this was a place for a malpractice suit for, if she had been a man, she 
would have received different treatment. No one would even consider the possibility of a 
heart attack in this person just because she was a women. 

Amy G (ANP-Q Well I look at their risk factors like the family histo^ and other 
chronic diseases. I look for diabetes, that's one of the big ones. If you have diabetes, I'm 
probably more aggressive with them. I look at family history. 1 look at smoking and 
alcohol. I look at their activity level. Are they exercising or are they sedentary? If they're 
sedentary, why? I mean how, do they have two bad knees so they can't. Can they do 
anything? I look at, I'll look at like just how their general emotional state, I don't always 
get really involved m this but I just kind of see like what their affect is. You know are they 
married or do they live alone. So you know, I mean I don't do this terribly in depth 
decision that it's going to take me a lot of time. Lots of time, it's just a matter of looking at 
the history forms. And well, maybe I know this person all ready so it not like it's a leng^y 
ordeal to do. But I do look at those type of things and their attimde. 

Marianne TW (FNP-C) I think I change it (discussions about risk factors) more for 
age than anything. And, well, if I'm seeing, you know, a sixteen year old and you are 
talking about cai^ovascular events, I mean, well they are like, it's a million years from 
now. But we have to consider that when you throw in a few extra things here and there. 
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birth control pills and your smoking and the fact that your father died at age forty nine of a 
heart attack. You know that your risk is higher than the average 17 or 16 year old. 

Betsy W (ANP) What I would say to them (the clients) would kind of depend on 
what their attitude toward life was like and their genetics. If they had like real high genetic 
factors, you know, and their triglycerides were out of sight and all that kind of stuff, then 1 
would ask them if they wanted medication and also do some diet things, and exercise 
things.... 

<What do people think risk factors are?> 
My mental picture of what risk factors mean to patients? Well, I would guess, for 

most people, if you talk about risk factors, they don't really identify with them. There is, 
there is like, the risk factors over there and here's me, here rather than, oh this is me. I 
mean, how many people actually comply (with treatment). I mean, you've go really a low 
percentage of people who really comply with whatever it is that you are tallang about and 
so I tend to thi^ Aat the main reason is because they see risk factors as out there. 

The stated goal of any formal risk appraisal is to obtain morbidity and 

mortality estimates. However, the major value of any assessment is the 

exercise itself (Wilson and Crouch 1987). During the act of assessing risks, 

the ideal is that all facets of an action are explored. In all cardiac risk 

assessments,however, the emphasis remains on lifestyle modification and 

personal responsibility. The value of performing the assessment must be 

contrasted with the cultural values assigned to the results. American cultural 

norms include a powerful expectation regarding an individual responsibility 

for risk taking. All the warning labels and educational activities serve to 

reinforce these expectations. The normative behavior, "we can and should 

exert control through careful avoidance of risk" are exemplified by the Just 

Say No campaigns from the Bush Administration. According to this, people 

who continue to take risks must be held accountable. This denies political and 

economic impacts on health (environmental, occupational and marketing 

factors) and negates the shaping of behavior by cultural, as well as biological 

processes. 
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CHAPTER FOUR 

DISCURSIVE HISTORY OF CHOLESTEROL AND THE FEAR OF FAT: 
WHAT HAS RESEARCH FOUND AND 

WHAT HAS THE PUBLIC BEEN TOLD? 

After the Second World War, many Western countries became 

wealthier. Some researchers and historians say that this affluence caused 

modifications in lifestyle and diet (Cohen 1989). American dietary changes 

include increased amounts of animal protein and fat, decreased fiber intake, 

increased calories and less exercise. These factors have been associated with 

the rising problems of chronic and degenerative diseases, or diseases of 

affluence (Burkitt 1982; Cohen 1989; Farquhar 1978, Sanjur 1982). The 

major cause of death in the United States is one of these conditions, coronary 

heart disease (CHD). Despite the so-called epidemic nature of this disease, 

there has been a steady downward trend in cardiovascular mortality rate in 

the United States (Kuller 1980). The reason for this trend is unknown. 

Morbidity and mortality patterns remain high, however, due to aging and 

other demographic changes. Heart disease is currently viewed as the most 

important economic burden within healthcare. 

Those "risk factors" which have become synonymous with coronary 

disease are easily accommodated within our health conscious cultural beliefs 

about fat, weight, exercise and control. Improving the American diet and 

lowering the national cholesterol level have become a national priority. This 

message is spread by the media, health professionals and the food and drug 
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industry. Information about good and bad cholesterol, polyunsaturated, 

monounsaturated, and saturated fats are included in every diet and recipe 

book. Low fat cooking has changed restaurant menus and there are 'Heart 

Healthy Choices" in grocery stores. All too frequently, conflicting, 

contradictory and confusing information about diet and coronary heart 

disease is reported in both medical and popular literature. Together with 

epidemiological good news (lower fat intake, decreased cardiovascular 

mortality), the number of obese and sedentary Americans adults increases. 

"Junk food" consumption continues to rise and we are noted as a nation of 

"couch potatoes." How can the rate of heart disease go down if a high fat diet 

is the cause of CHD? There is confusion everywhere. The following are 

summaries from the same volume about diet and disease (Rose 1982). 

Does lowering serum cholesterol levels reduce risk of coronary heart 
disease? How much does dietary cholesterol or fat intake affect serum cholesterol 
levels? Should cholesterol-lowering measures be advocated for the entire 
population, or just for individuals at high risk: These and other questions continue 
to challenge the cardiovascular research community, even after years of research in 
a variety of disciplines. In this chapter, we take stock of the progress to date in 
research related to the lipid hypothesis (i.e. that lowering serum cholesterol reduces 
coronary heart disease risk), and explore the complicating factors, such as 
methodological shortcomings, that have thus far prevent^ scientists from 
obtaining a definitive answer on the lipid hypothesis and its related issues (Goor 
and Rifkind 1982). 

The relation between diet and a range of disease of Western society is still 
hypothetical. So many factors are implicated... that environmental factors, of which 
diet is only one, are difficult to isolate. Almost every research paper gives rise to 
criticism and altemative explanations and so much conflicting advice has already 
been given to the public that the credibility of the medical scientist is low. IDespite 
this lack of proof, which may never be forthcoming, it seems necessary to offer 
dietary advice to the public. 

There is reasonable agreement that benefit is likely to result from a 
reduction in the consumptions of fats, sugar and salt, and an increase in cereals, 
especially whole grain, fruits and vegetables. It is not possible to state with any 
confidence that such modifications will postpone or reduce the incidence of disease 
but only that benefit is likely, any stronger statements are certain to be refuted by 
others with resultant further reduction in credibility (Bender 1982). 
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Epidemic coronary heart disease (CHD) is due to changes which have come 
about in the way we live and primarily in the way we eat Other risk factors, 
including smoking, hypertension, physical inactivity and stress may be additive in 
their hai^ul effects, but only food is a fundament^ cause. It follows that the 
answer to the coronary problem lies basically in a more prudent diet. Ideally this 
should start in childhood, and preferable at birth or before with correct maternal 
nutrition during pregnancy as a preparation for breast feeding. 

The characteristic features of our present unsatisfactory diet are that it is 
too rich in saturated fat, cholesterol, animal protein, refined food, diary produce, 
fatty meat and meat products, hard margarines and cooking fats, egg yolk, white 
bread, sugar and 'rich' foods. There is too little whole meal bread and other 
cereals, including the whole grain breakfast varieties, pasta (spaghetti, macaroni, 
ravioli, lasagne), pizza, rice, pulses, potatoes, greens, salads other vegetables and 
fruit... 

Other risk factors for coronary heart disease do not appear to be important 
if the diet is a healthy one, but common sense dictates that no smoking, less 
alcohol, regular exercise and occasional blood pressure checks, say every five 
years, would be sensible advice (Turner 1982). 

When and where did the dialog about fat, heart disease and diet 

originate? Over 50 years ago, Anitchkow was the first modem researcher to 

look at this question. He induced plaque formation in rabbits and then fed 

them low fat, low cholesterol diets and watched the amount of regression 

(Rose 1982). Even then, this experiment was controversial. Duff questioned 

the validity of assuming the results could be transferred to humans. The 

rabbit, a herbivorous animal, doesn't normally ingest animal cholesterol. 

Therefore, when high amounts of animal fats are fed to these animals, there is 

no physiological mechanism to handle it. Subsequently, plaques, of a 

different nature than those in humans, develop (Gertler et al 1950). However, 

atherosclerosis has a much longer association with humans even though it 

was not recognized as a clinical entity until 1912 (Olson 1960). Examinations 

of Egyptian mummies confirm our extensive history. Leonardo da Vinci 

described sclerotic vessels in the sixteenth century. Nevertheless, the word 
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atheroma (Greek for porridge), wasn't used in current context until Marchand 

coined the term atherosclerosis in 1904 (Woiinsky 1975). 

The medical community, therefore, had previous research findings and 

assumptions about atherosclerosis, plaques and heart disease. When the 

Korean War broke out, a group of Pentagon pathologists were requested to 

perform autopsies on over 2,000 dead soldiers. They were surprised to see 

signs of coronary heart disease in these 18 to 30 year old healthy males (Enos 

1953). This "diagnosis of disease" was formulated from dissections of 

coronary arteries. Thirty five percent of the men had yellow streaks in the 

lining of the arteries and 42% had larger, wart-like lesions. Within these 

plaques, researchers found cholesterol compounds, dead tissue and calcium. 

In all, 77% of the Korean casualties showed evidence of CHD, as "defined by 

these lesions." The report was released in 1953 (Moore 1989). 

Epidemiologic Studies 

Unlike some other areas of research, the study of coronary artery 

disease has a lengthy history. There are numerous studies, funded by national, 

international, public and private organizations, with adequate samples, good 

documentation and extended time frames. After a brief introduction, I will 

review the classic, most extensive and well referenced of these studies. 

There are various methods and types of epidemiologic studies. Primary 

prevention studies use the hypothesis that reduction of risk factors will reduce 

the incidence and mortality from heart attacks. Th is category of studies is 

further divided into single and multiple risk factor analysis. Single factors 

trials are generally double blinded and use drugs rather than diet to lower 
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serum cholesterol. Examples of single factor trials include: the Cholesterol 

Lowering Atherosclerosis Study (CLAS), the Helsinki Heart Study, and the 

Lipid Research Qinic-Coronary Primary Prevention Trial (LRC-CPPT). 

There are two types of multiple risk factor studies. An example of the first 

type is the Multiple Risk Factor Intervention Trial (MRFTT) which selected 

individual subjects at high risk of myocardial infarctions based on blood 

pressure, smoking and cholesterol levels. These subjects were divided into 

treatment and comparison groups. The second type, exemplified by the 

Belgium Heart Disease Prevention Project and the Stanford Heart Disease 

Prevention Program, used communities or groups as the unit of analysis. 

These units were randomized into treatment and control groups. With 

community studies, recruitment must be high in order to follow a high 

enough percentage of subjects. The Belgium study was able to recruit 83% of 

the factory workers in one community but there was no follow-up data on the 

number of subjects remaining after two years. Stanford kept 73% of the 

intervention population and 62% of the control group for follow-up. 

The Framineham Study (1948 to present) 

The Framingham Study is the landmark example of longitudinal 

research. In 1948, a group of researchers from Boston University Medical 

School recruited men and women from Framingham Massachusetts to 

participate in the largest, long term epidemiological study ever attempted. 

Thomas Dawber and the team observed and tested 5,127 men and women 

every two years to see what differentiated those who would get coronary 

disease from those who did not. They were looking for patterns. Like all 

studies of this type, however, there were problems. Some people, about 20%, 
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were lost to follow-up and did not return for their screening examinations. 

Other factors such as the diagnosis of death from CHD, involved guesses. 

When the research was published, however, a series of risk factors emerged. 

The two greatest risks were masculine gender and ascending age. Since these 

were not seen as amenable to change, other factors looked more promising. 

These included hypertension, which could be treated with medication, as well 

as smoking, obesity and sedentary life styles. The Framingham Study also 

found that there were more cases of heart disease associated with high 

cholesterol levels than low levels. Since cholesterol had been found in the 

coronary arteries of young male soldiers who were killed in the Korean War, 

the Framingham participants were tested for serum lipids. After the first 20 

years of collecting data, (10 measurements per subject), the results were the 

following: 

Table 4.1 
Cholesterol Levels- Framingham Study 

Average cholesterol Percent with CHD 
Low (below 200 mg/dL) 10% 
Average (200-239 mg/dL) 12% 
High (240 mg/dL and above) 18% 

Therefore 40% of the dead soldiers had coronary heart disease 

diagnosed during autopsy. It became apparent that cholesterol was not the 

only factor affecting CHD, however. Women with high serum levels did not 

have higher rates of CHD except in their middle decades. Furthermore, the 

association between cholesterol level and CHD was stronger among young 

and middle aged males but weakened with increasing age in both men and 

women. The group with the most CHD, the elderly, did not show associations 

between high cholesterol and heart disease prevalence. Old people with high 
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and low cholesterol developed heart disease. In 1968 tests for HDL and 

triglycerides became available. Serum LDL could now be calculated as well. 

In order to refine their data, the expanded lipid analysis was added to the 

Framingham protocol and these parameters were measured on 2,815 men and 

women aged 49-82 (Gordon et al 1977). Over the next four years, CHD 

developed in 79 of 1,025 men and 63 of 1,445 women at these older ages. 

The major potent lipid factor was HDL which had an inverse association with 

heart disease (Castelli 1986). 

Another finding, not widely publicized, was the link between diet and 

high cholesterol. The researchers assumed that the reason for high cholesterol 

in the subjects was dietary intake of cholesterol. Therefore, they selected 912 

males and females and compared their dietary cholesterol intake with serum 

levels. There was no relationship. Other dietary parameters,(saturated fat and 

total caloric intake), were added but there was still no relationship. 

Nevertheless, because the risk of CHD seemed to rise among young and 

middle aged males as the cholesterol level rose, researchers added cholesterol 

and diet to smoking and hypertension as the "big three" risk factors (Moore 

1989). 

Diet and Cholesterol Study (1950) 

Paul Dudley White, a cardiologist and jogging enthusiast from Boston, 

studied the influence of diet on serum cholesterol levels. Together with 

Gertler and Gam, they studied 229 individuals in regard to exogenous 

cholesterol intake and serum cholesterol. The control group consisted of 139 

healthy males employed by an Eastern industrial plant. Ninety men who had 
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documented myocardial infarcts before the age of 40 were recruited for the 

coronary disease group. 

Diet information was obtained by personal questionnaire. Diet cards 

were computed and correlations were made between ingested cholesterol, 

myristic acid, uric acid, fat, protein, carbohydrate and amino acids. The 

control group were under no diet restrictions but nine in the coronary group 

had been placed on low fat and low cholesterol diets. The mean cholesterol 

intake of the coronary group was absolutely and significantly lower than the 

control group but the serum level was higher. In percentages, the coronary 

group ate 12% less cholesterol but maintained a 16% higher serum level. This 

group ingested 52 grams of protein, and 66 grams of fat per day as compared 

to the controls who ate 61 grams of protein and 90 grams of fat. As a result, 

the researchers concluded that reasons other than diet alone must be needed 

to explain the higher levels. The coefficients of correlation between 

exogenous cholesterol and serum and did not suggest any significant 

correlations between the two variables. ̂ ''Therefore, ingested cholesterol and 

serum cholesterol do not seem to be related" (Gertler et al 1950 b). If diet, 

build and thyroid imbalance were ruled out, the researchers felt that the 

production of endogenous cholesterol was the reason. Animal studies using 

mice, fed almost zero cholesterol, had a positive cholesterol balancei2. 

The Western Electric Study (195T) 

Participants (n=I,900) in this 1957 study were selected through a 

random sample of 5,397 middle aged (ages 40-55) male employees of 

^ ̂ Cholesterol is present In diverse vertebrate phyla as well as most invertebrates with 
the exception of mollvisks and sponges (Gertler et al 1950 b) 
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Western Electric's Hawthorne Works in Chicago. The study was supported 

by the American Heart Association, the Chicago Heart Association, the Illini 

Foundation, the Illinois Heart Association, the National Heart, Lung, and 

Blood Institute, the Research and Education Committee of St. Luke's 

Hospital and private donors. 

The Western Electric Study evaluated diet, saturated and unsaturated 

fat intake, serum cholesterol and other factors among these middle aged men. 

The primary hypothesis stated that changing to a low fat diet would be 

associated with a decrease in serum cholesterol. Dietary data, based on 

Burke's procedures, was obtained by two nutritionists using standardized 

interviews and questionnaires. After one year, dietary changes and serum 

cholesterol were evaluated. The 20 year follow-up investigated the 

association of dietary saturated fatty acids, polyunsaturated fatty acids and 

cholesterol with serum cholesterol levels to the risk of death from coronary 

heart disease (Shekelle et al 1981). No drug data were included. Changes in 

the intake of saturated fatty acids and dietary cholesterol were positively 

related to a change in the serum cholesterol. There was a negative but not 

statistically significant coefficient for change in intake of polyunsaturated 

fatty acids. Age was not significantly related to change in level of serum 

cholesterol, although an increase of 1 kilogram (kg) per meter squared in 

body mass index (B.M.I.) was associated, on average, with a rise of 5.5 mg 

per deciliter in cholesterol. These tindings, reported in terms of the dietary 

variables, were inversely related to intake of polyunsaturated fatty acids and 

positively related to dietary cholesterol. Saturated fat intake was not 

significantly associated with the risk of death from C.H.D. Other base-line 
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variables significantly related to risk of death from C.H.D. in the multivariate 

analysis were age, systolic blood pressure, cigarette smoking and serum 

cholesterol. Dietary variables were not significantly related to risk of death 

from competing causes in the other categories, "all types of cancer" and 

"other" (Shekelle et al 1981). 

The Seven Countries Study (1969-1979) 

The Seven Countries Study was a prospective investigation composed 

of 16 cohorts of 12,770 men from seven countries. After 10 years, diet was 

assessed and correlations were made between fat consumption and CHD 

mortality rates. Fat intakes ranged from 9% of calories as fat (3% saturated, 

3% polyunsaturated) in Japan to 40% in the United States (18% saturated, 

4.6% polyunsaturated) to Finland with 39% (22% saturated, 3% 

polyunsaturated). The principal investigator, Ancel Keys, reported 

correlations of 0.4 and 0.84 for total fat and saturated fat intake and disease 

(Keys 1970). This correlation was interpreted as evidence that saturated fat 

was a cause of CHD. The Seven Countries Study became the best evidence in 

support of the National Heart, Lung and Blood Institute's diet and CHD 

hypothesis. Criticisms of the study centered around the methodological errors 

in diet assessment and non-standard mortality data. The dietetic data were 

regarded as "highly inconsistent across the 16 cohorts" (Smith 1992). 

Mortality data for different countries is not directly comparable due to 

differences in certification and record keeping. Non-medical persons often 

certify deaths in other countries and most deaths are not followed by 

autopsies. Coronary heart disease is virtually impossible to diagnose without 

autopsy data (Smith 1992). 



151 

Multiple Risk Factor Intervention Trial .MRFIT. (1973-1975^ 

The National Heart, Lung and Blood Institute sponsored this 

randomized, multiple center primary prevention trial. Data collection and 

analysis took more than 10 years, involved 28 medical centers, 250 

researchers and cost over $115 million dollars. A total of 361,662 middle 

aged men were examined for inclusion in this study (Moore 1989). The prime 

target of this huge trial was not the average American male. Using factor 

equations from the Framingham study, MRFTT was limited to the group seen 

as being at highest risk from specLHc causes believed to be understood and 

controllable. These criteria meant the exclusion of both elderly people, who 

have the most heart attacks, and pre-menopausal women who have the least. 

Men between the ages of 35 and 57 who were smokers (2/3 of the sample), 

consumers of high cholesterol diets, hypertensives and the obese (60%) were 

recruited (Hall 1990). After selection, the group was evenly divided into 

Usual Care (control) and Special Intervention subsections. The intervention 

group became the target of behavioral modification centered upon dietetic 

changes, smoking cessation and reduction of blood pressure. The control 

group, along with their test results, were referred to a primary physician. 

The researchers needed to achieve large, measurable and sustainable 

changes in the intervention group. The study design, therefore, was revised to 

incorporate behavior modification techniques similar to group therapy. There 

were 10 weekly group sessions in which participants and spouses were given 

information about diets, smoking, hypertension, body weight, low fat 

shopping and recipe modification. They maintained a diet record and had to 

sign a contract which pledged abstention from various behaviors. The diet 
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change was remarkable. The intervention group cut cholesterol intake by 

42%, saturated fats decreased 28% and total calories decreased by 21%. The 

diet changes had little effect on the serum cholesterol level, however (Moore 

1989). The initial goal was a 10% reduction but with two different types of 

measurements, the results were only 5% and 6.7%. 

At the end of four years, half the smokers had quit. The heaviest 

smokers (two pack per day) were the least likely to have stopped, while 75% 

of the lighter smokers had stopped. The most controllable risk factor was 

drug treatment of hypertension. Under this medical intervention model, men 

were screened, given medication and put on a weight loss program if 

necessary. Eighty seven percent of the men were treated with enough success 

to place their blood pressures below the threshold that defined moderate 

hypertension. 

In the course of this study, a huge group of asymptomatic male adults 

had been labeled as high risk for coronary disease, had undergone testing and 

surveillance and had changed habits deemed by researchers to be contributory 

to this level of risk. Unfortunately, the Framingham data had predicted that 

187 persons would die from coronary disease in the Usual Care (control) 

group and it was expected that the behavioral intervention would decrease the 

death rate in the intervention group by 25%. There was no significant 

difference in the overall death rates in both groups, however (Nowak 1994). 

A surprising finding was that the number of deaths in the control group was 

40% less than expected. Without special intervention, cholesterol levels 

differed by only 2% between groups. Twenty nine percent of the control 

group had stopped smoking. Average blood pressures for the two groups 
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were similar. Some of the control group had received pharmacologic 

treatment for hypertension. Certain medications used to lower blood pressure 

raised the serum cholesterol or were toxic so these factors were used to 

explain some of the deaths in the treatment group. In any case, despite the 

negative findings, the NHLBI continued to recommend dietary measures to 

decrease cholesterol, smoking cessation and treatment of borderline 

hypertension (Nowak 1994). 

Lipid Research Clinic Coronary Primary Prevention Trial. LRC-CPPT(1984) 

The LRC-CPPT was a 12 center study that hoped to add a biological 

purity that was absent in MRFIT. For this 1984 study, 3,806 males from ages 

34 to 50 with significantly elevated cholesterol levels were recruited. 

Cholesterol levels were 265 mg/dL or higher, which put these men in the 

upper 5% of cholesterol levels for Americans. The desired results were to 

lower the serum cholesterol by 28% in the treatment group and decrease 

CHD by 50%. A lipid lowering drug, cholestyramine, and dietary treatment 

were the objects of this seven year double blind drug study. After several 

months of low fat diet therapy, the average serum cholesterol dropped ten 

points (4%). This was a great disappointment to the research team who 

expected a reduction of 10-12% (Charash 1991). Fatal and nonfatal coronary 

events decreased from 9.8% to 8.1%. The researchers cited that this was a 

19% reduction but this figure brought criticism from statisticians (Appendix 

O). There was no statistical difference in total mortality between the control 

and treatment groups, even though coronary mortality decreased (Hall 1990, 

JAMA 1984). 
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The results of this study showed that lowered cholesterol reduced the 

incidence of heart disease in middle aged males with markedly elevated 

cholesterol but left total mortality rate unchanged. Heart attacks were less 

common while deaths from accidents and violence were more frequent. Only 

1.7% of men received potential benefits from the drug which had been taken 

by 50% of the participants for seven years. The drug was hard to tolerate, as 

its placebo consisted of sand mixed with sugar and food coloring to replicate 

taste and texture. Gastric bloating and other side effects of the drug 

confounded some of the biological purity of the double blind model. Subjects 

did not comply with the dosage regimen. However, taken in conjunction with 

other evidence, the NHLBI used these finding to " support the view that 

cholesterol lowering by diet also would be beneficial" (The New Medicine 

Show 1989). Both groups had been on a cholesterol lowering diet an average 

of 7.4 years and it still took a pharmacologic approach to lower the 

cholesterol. A narrow interpretation of the LRC-CPPT results would only 

apply to the use of a specific drug in middle-aged men with cholesterol levels 

about 265 mg/dl. Instead, a broad approach was chosen. Researchers stated 

that the "trial's implications, however, could and should be extended to other 

age groups and to women." (The New Medicine Show 1989). 

Helsinki Heart Study (1985) 

The Helsinki Heart Study was a five year randomized coronary 

primary prevention trial study of middle aged dyslipidemic men. It was 

designed to test the hypothesis that by lowering LDL and triglyceride levels 

and increasing HDL, the incidence of heart disease would be reduced in this 

high risk group. Men, ages 40 to 55, were selected from 23,531 employees of 
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two state agencies and five industrial companies in Finland. They were 

eligible if their cholesterol was high (average 269 mg/dl) and if they had no 

evidence of CHD or other major diseases. Definite fatal and non-fatal 

myocardial infarctions and cardiac deaths were the end points to be 

measured. The double blind drug study used Gemfibrozil versus placebo to 

lower serum cholesterol (Appendix O). Both fatal and nonfatal coronary 

events decreased from 4% to 2.7% when patients took gemfibrozil in addition 

to dietary modification. Total mortality was not different, however (Charash 

1991, Frick et al 1987; Hall 1990, Manninen et al 1992). 

The major positive study finding was the isolation of a high risk sub

group of men with a high LDL/HDL ratio and high triglyceride level who 

would benefit from treatment with gemfibrozil (Manninen et al 1992). 

Familial Atherosclerosis Treatment Study. FATS. (1984) 

FATS was a six year study of men with established coronary 

atherosclerosis, funded by the NHLBI. It compared two intensive lipid 

lowering treatment plans with more conventional approaches. The primary 

end point was the measure of change in arterial circulation as measured by 

arteriography. One hundred forty six males, sixty two or younger, with 

elevated apolipoprotein B levels and a positive family history of heart disease 

were randomly assigned to one of three therapeutic strategies. All participants 

had baseline evidence of coronary artery stenosis. Men with the following 

conditions were excluded: diabetes, severe hypertension, diagnosed cancer, 

liver, thyroid or kidney disease. The liver and renal exclusions were related 

primarily to potential toxic manifestations of the lipid-lowering drugs. 

Dietary counseling was given to all participants using the American Heart 
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Association (AHA) target levels one and two^^. All participants completed a 

three day food record before and after counseling. The sample was stratified 

for the following: age (below 45), smokers/ non-smokers, and lipid patterns 

(Familial Hypercholesterolemia was diagnosed by family history, LDL above 

250 mg/dL, tendon xanthoma, and triglyceride levels above and below 200 

mg/dL. Medications used were niacin and cholestipol, lovastatin and 

cholestipol or conventional therapy with placebos for cholestipol and 

lovastatin unless the participants had baseline LDL levels above the ninetieth 

percentile. The researchers felt an ethical obligation to provide cholestipol 

instead of a placebo for the latter group. The participants underwent baseline 

exercise testing, had laboratory lipid and chemistry profiles, received vision 

testing (to check for red/green color blindness related to lovastatin therapy) 

and baseline arteriograms. The primary end point was the average change 

between the baseline and follow-up arteriograms in the percentage of stenosis 

of the worst lesion. 

There was a 7% decrease in the LDL level of the combined results 

from the diet only / diet and cholestipol group accompanied by a rise of 5% 

in the HDL level; a 46% decrease in the LDL in the cholestipol and 

lovastatin group with an increase of 15% in the HDL; and a 32% rise in the 

niacin and cholestipol group with a 43% rise in the HDL. The clinical events 

which were considered in the analysis included: death, myocardial infarct, 

and new refractory ischemia which required surgical intervention. The total 

^^The American Heart Association's level one diet recommends less than 300 mg 
cholesterol per day, 30% of the total calories from fat with 10% saturated fat. The level 
two diet recommends less than 200 mg cholesterol per day, 20% of the total caloric intake 
from fat and saturated fat reduced to 7% (Clinician's Handbook of Preventive Services, 
1994:303) 
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number of adverse events was 16. In the conventional group there were 11 

events among 10 subjects. The lovastatin and cholestipol group registered the 

sole death in the study along with two other adverse events (3/46). The niacin 

and cholestipol group had two adverse events (2/48). 

Strictly interpreted, the results apply only to a fraction of the 

approximately 6 million Americans who experienced either heart attacks or 

anginal episodes. One million of these people are below the age of 63 with an 

apoprotein level equal to or greater than 125 mg/dL and a positive family 

history. However, "the generalizability of these studies to patients with CAD 

and normal lipid levels or to asymptomatic or older men or to women will 

require further study" (Brown 1990). The research team concluded that 

quantitative arteriography is an effective method of assessing interventions 

against the atherosclerotic process "although it answers different questions 

than those answered by clinical trials. Arteriography permits direct 

assessment of the vascular processes underlying the clinical disorders and is 

currently the only reliable way to study the regression of lesions" (Brown 

1990). 

Cholesterol Lowering Atherosclerosis Study .CLAS. (1986) 

The CLAS study was also partially sponsored by the NHLBI and was 

reported in 1987. It tested the effect of a cholesterol lowering drug on 162 

middle aged men who had undergone coronary bypass surgery. The control 

group received a placebo, and followed the American Heart Association 

(AHA) diet while the treatment group received cholestipol and niacin and 

followed a more restricted diet. The CLAS used angiograms to evaluate the 

effects of treatment. These results showed significant benefit from treatment. 
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actual regression of atherosclerosis. The researchers concluded that measures 

to lower blood cholesterol should be advocated in aU post-coronary bypass 

patients. Despite the select patient group, the researchers concluded that these 

results supported and extended the treatment goals developed in 1984 by the 

NIH consensus development conference. 

United Kingdom Healthy Heart Study (1993) 

Justification for the 1993 Healthy Heart study was the fact that total 

mortality was not decreased in other studies of cholesterol. It was funded by 

the British Heart Association, and the pharmaceutical companies Merck, 

Sharp and Dohme and E. Hoffman LaRoche. 

Previous trials of cholesterol lowering diets and drags have generally 
involved differences of only about 10% in blood cholesterol. Now, however, a new 
class of drugs, H.M.G. CoA reductase inhibitors, can produce sustained reductions 
of 20-25% in blood cholesterol, are well tolerated and appear to have few side-
effects. These drugs provide an opportuniQr to address directly the question "Does 
cholesterol-lowering produce a deHnite reduction in total mortality, and which 
types of patients benefit?" (CT.S.U. 1993) 

Simvastatin or placebo; antioxidant or placebo was tested in a 2 x 2 

factorial design. This design allowed patients to contribute fully to the 

assessment of separate and combined effects of decreasing cholesterol and 

vitamin supplementation. The rationale for adding antioxidants involves the 

theory that LDL may be significantly atherogenic only after oxidative 

modifications. Therefore, antioxidants that can protect LDL from such 

modification may help avoid CHD. Vitamin E and Beta carotene are the 

major antioxidants in the LDL particle while vitamin C is the the major water 

soluble antioxidant in the plasma. 

Eligibility criteria for subjects included: serum cholesterol equal to or 

greater than 3.5 mmol/l, and age from 40- 75. Both males and females were 
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included in the study. Major subgroups included: females (n=7,000); normal 

serum cholesterol, below 6.0 mmol/1 (n= 10,000), the elderly, over age 65 

(n=10,000). The 20,000 subjects will be of varied risk levels. Some have 

hypertension, angina, diabetes, peripheral vascular disease (P.V.D.), 

Transient Ischemic Attacks (T.I.A.) and non-disabling CVA's. Subjects, with 

documented myocardial infarcts, would not be excluded (CTSU 1993). 

Epidemiologic Studies and the Lipid Hypothesis 

The evidence in favor of the lipid hypothesis rests upon the following: 

1) Studies of populations differing widely in disease prevalence as well as 

nutritional, socioeconomic, cultural and environmental status; 2) Clinical 

investigations of small groups of people fed carefully controlled diets 

(metabolic ward studies); and 3) Clinical laboratory investigations of the 

effect of various diets in experimental animals (Olson 1960). 

Study populations have included: Seventh Day Adventist, Mormon 

and vegetarian studies done in the United States and United Kingdom (Turner 

1982); The Seven Countries Studies (Keys 1979, Keys 1981); The Helsinki 

Heart Study (Frick et al 1987, Manninen et al 1992) and comparisons 

between Japanese, Italians and Hawaiians who migrated and remained in the 

United States (Turner 1982). 

Ancel Keys studied various populations in The Seven Countries Study 

who had high rates of CAD and who had high mean cholesterol values with 

diets rich in animal protein (Keys 1970). There was a relative lack of 

association of dietary fat intake with coronary mortality and morbidity at high 

levels of intake, however. Even on controlled diets, variation in one of the 
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constituents caused changes in at least one other parameter (Olson 1960). 

Foods are not single nutrients, so free feeding of humans who chose various 

foods is not the same as those on monotonous diets (The New Medicine 

Show 1989). Studies using "paired" populations who are identical except for 

two of the many possible variables in dietary intake is virtually impossible 

(Olson 1960). 

Serum cholesterol levels show wide genetic variability. People with 

identical diets have di^erent serum levels. If subjects respond to dietary 

change, cholesterol levels change slowly and reflect their overall food 

consumption over weeks (Goor and Rifkind 1982). Keys' study of semi-

starved normal young males found that subsistence on diets containing half 

the caloric requirement caused a slight but significant fall in serum 

cholesterol (from 169 to 151 mg) (Keys 1980). On 1000 calorie diets. 

Walker found a slight decrease (14 mg) in middle aged obese subjects eating 

50 grams of fat over a four month time period (Walker 1994). After a 20 

pound weight loss, Olson noted no permanent change in serum cholesterol of 

61 obese men and women after reaching an equilibrium point. Most of the 

subjects had transitory decreases during rapid weight loss but these were not 

sustained. It appears that weight loss per se causes little or no permanent 

change in serum cholesterol after equilibrium to the new weight (Olson 

1960). 

The metabolic ward studies, eliminates the two major problems in all 

dietary trials. These are issues of compliance and measurement. All subjects 

in these studies are given measured amounts of food, are not allowed any 
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supplements. In this way, these subjects arc more akin to lai3oratory test 

animals than people on normal diets. 

Trials with other animals are a third source of data. That there is a wide 

species variability in response to dietary cholesterol is recognized (The New 

Medicine Show 1989). A number of animal models have been used. Rhesus 

monkeys, (mainly vegetarians), cats and dogs, (mainly meat eaters) show the 

least sensitivity to fat and cholesterol ingestion, while rabbits are very 

sensitive (The New Medicine Show 1989). Other common laboratory animals 

(rats and mice), like man, resist hypercholesterolemia when simply fed 

cholesterol so other measures must be employed to alter the metabolism in 

order to elevate the serum cholesterol (Olson 1960). Chemical or surgical 

ablation of the thyroid as well as cholic acid feeding have been used. In the 

rat, dog, chicken and rabbit, the feeding of large amounts of polyunsaturated 

fats without dietary cholesterol has no effects on the serum levels and even 

with cholesterol, the effects are not identical with humans (Olson 1960). 

Research Problems with Clinical Trials 

Morbidity and Mortality Data 

There are areas of concem about mortality statistics and heart disease. 

Some problems are due to the level of biomedical sophistication within each 

country and the different "fashions" for certifying deaths. In Japan, 

physicians certify deaths before autopsy fmdings while non medical people 

record deaths in other countries. Many, if not most, deaths are not followed 

by autopsies and the cause may be unrelated to heart disease (Smith 1992). 
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Some data inegularities are due to changes in ciassiHcation of heart disease 

as well. As knowledge increases, the International Statistical Classification of 

Diseases, Injuries and Causes of Death are modified. Every 10 years there is 

a revision. In the eighth version, the term "ischemic heart disease" replaced 

"arteriosclerotic heart disease." After that, about 90% of all heart disease 

deaths were included in this category. This shift in reporting might lead to the 

conclusion that the death rate from CHD had increased while other heart 

diseases had decreased as a proportion of heart disease deaths. Changes in 

classification leads to the concept of epidemic of heart disease which is odd 

since the age-adjusted death rate from heart disease as a whole have 

decreased by over 12% (Harper 1983). Stallones (1980) made a 

comprehensive analysis of patterns of death rates from CHD in the United 

States in relation to changes in classification of heart disease. He wanted to 

assess whether these changes were associated with any change in the pattern 

of risk factors. The trends that can be seen included the following: age 

adjusted death rates from CHD were higher in the early part of the century; 

age adjusted death rates from stroke and heart diseases have declined in the 

same manner as cardiovascular renal diseases in the 1940s; the age adjusted 

death rate from arteriosclerotic heart disease, which was equated with 

coronary heart disease until 1968, showed the reverse trend from heart 

disease as a whole. If age adjusted death rates from heart disease have 

declined and those from coronary heart disease have been rising, death rates 

from other heart diseases must have declined a great deal (Stallones 1980). 

This pattem is most easily accounted for by cultural emphasis on diseases of 

the coronary arteries and subsequent over reporting. Another factor involves 
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improved diagnosis so fewer deaths from heart disease were assigned to other 

categories (hypertensive heart disease, renal artery stenosis, a combination of 

the above). 

Statistical problems 

Statistical associations can identify potentially related factors but do 

not prove cause and effect relationships. Heart disease has been related both 

positively and negatively to at least 37 factors including smoking, red wine 

consumption, national income and number of autos per 100 individuals. 

When statistical associations are made in complex systems, there is a chance 

for irrelevant factors to assume great importance. Altman and Dore reviewed 

86 controlled trials in four journals (obstetric and and pediatric) which 

showed that the conclusions were justified in only 10% while a further 71% 

did not furnish enough information (Altman and Dore 1990). The increased 

use of computers for data processing and analysis has led to more and more 

complex use of statistics. Trials often have several measures of outcomes. 

Due to large data sets, there is danger that significance testing may be used to 

an excessive degree. The risk of reporting false positive finding increases 

such that if all finding are not reported, treatment differences can be 

exaggerated or underplayed (Type 1 error). Another review of clinical trials 

in three respected journals, the British Medical Journal, the Lancet and The 

New England Journal of Medicine. revealed problems with data 

manipulation and interpretation. The issues considered were the following; 

analysis of multiple end points; analysis of repeated measurement over time; 

subgroup analysis; and trials of multiple treatments and overall number of 

significance tests (Pocock et al 1987). The interpretation of large amounts of 
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data was complicated by the failure to specify in advance the intended final 

size of the trial or the rules for interim analysis. The summaries or abstracts 

tend to emphasize the more statistically significant ends points and tend to be 

biased in favor of treatment differences. 

Randomized^"^ clinical trials have transformed medical practice and are 

the gold standard for testing new drugs, treatments and devices. Many 

researchers lack any formal training, however, so trials may be flawed. A 

recent survey found the following key problems: the failure to guarantee 

randomization; enrolling too few subjects to detect treatment differences; 

inappropriate analysis of trial subgroups; post-hoc removal of data from the 

final analysis; and misleading substitution of ''surrogate" biological markers 

for clinical end points like improved health of survival (Nowak 1994). 

An increasingly common problem in multiple center trials with large 

data sets is the analysis of smaller and smaller sub-groups in the hope of 

showing that some patients benefit from treatment. This is known as 

"dredging for results" (Nowak 1994). Trials are time consuming and 

expensive. It is difficult and not academically rewarding to publish non

significant results. Recent breast cancer and HTV trials have come under 

scrutiny for this reason. 

Another area of intense discussion is "the intention to treat 

controversy." In 1975 the Coronary Drug Project (CDP), a multiple center 

trial sponsored by NHLBI, announced that clofibrate had no impact on the 

five year survival rates post myocardial infarct. Many of the patients in this 

Randomization is a process which allocates treatments without bias but does not 
necessarily produce groups that are similsir in important prognostic factors (Altman and 
Dore 1990) 
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study had taken less than 4/5 of their pills, but these patients were not 

excluded from the original analysis. After discussions with colleagues, a re-

analysis was done on the basis of actual rather than intended treatment. As 

predicted, the death rate of those taking the medication was 40% lower than 

that of those who did not. This suggested that the drug was beneficial. 

However, the second part of the analysis showed that people who took the 

placebo regularly were also more likely to survive than the non-compliant 

placebo takers. It seems that faithful compliance to any protocol is a marker 

for improved prognosis (Nowak 1994). Altman says that one can not assume 

people who do not comply are a random sample. For example, a drug 

reaction could cause a person to stop taking a medicine or a bad reaction to 

the drug could be a marker of some difference in survival potential. An 

important aspect of scientific research is randomization. When people are 

omitted, some research strength is lost. 

The most potentially damaging flaw in clinical trials, however, is the 

inappropriate substitution of "surrogate" markers for well defmed clinical end 

points. These markers are measures of biological activity that seem to 

correlate with a clinical outcome. Examples included serum cholesterol in 

heart disease or the absolute number of CD4 cells in HIV infections. Instead 

of looking at fatal heart attacks or total mortality, trials look at measures of 

cholesterol, mean arterial pressure or angiographic evidence of occlusion. 

The use of these surrogate markers is increasing. This is due to ignorance and 

the desire to get results faster and more cheaply than waiting for clinical end 

points which require longer time frames (Nowak 1994). Many of the 
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coronary trials used blood pressure or cholesterol rather than either cardiac or 

all cause mortality (MRFTT in Moore 1989). 

Other Problems with Trials and the Lipid Hypothesis 

1) Most are limited to high risk middle aged males with extremely high 

cholesterol levels (highest 10-15%). Diet has not been convincingly shown to 

affect this group. There is substantial uncertainty about any benefits from 

attempts to decrease serum cholesterol in some subgroups, including children 

over the age of two, pre-menopausal women, people with normal cholesterol 

(below 6.0 mmol/1), and the elderly (above age 65). Women are being 

included in the new studies. 

Debra K (MD) However, even when I was in Medical School (South Dakota), all the 
emphasis was on men and cholesterol. They, the teachers, always spoke about treating 
men for high cholesterol but not women. That's because all the data that they got was on 
men. I think that is because the doctors and researchers were men and had Type A 
personalities, so they were getting worried themselves about heart attacks. It might be 
changing now as more women get into medicine and there is more interest and research 
studies Aat include women now. 

2) Many trials can not be doubled blinded. Either you smoke or you do 

not. Unlike pharmacologic interventions, dietary trials are difficult to blind. 

Some combination diet and anti-hypertensive drug studies were not blinded 

due to ethical problems (e.g., administration of placebos to people with 

malignant hypertension). 

3) The modification of one risk factor changes others. For example, 

smoking cessation usually leads to weight gain. This can elevate blood 

pressure, serum triglycerides, uric acid and glucose, thiazides, diuretic pills 

used to lower blood pressure, elevate blood sugar. This shows the complex 
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nature of human beings. Human are not capable of being reduced to systems 

which can be manipulated in isolation. 

4) The risk factors must\)& reduced and it is unknown how large a 

reduction in risk factors is needed to observe decreases in either CHD or total 

mortality. MRFU set specific goals based on the assumption that the rate of 

heart attacks would be significantly lowered. Both the Stanford and Belgium 

health education phases were disappointing. The Belgium failed to show any 

difference in cigarette smoking and modest differences between control and 

treatment groups in cholesterol levels. These differences were almost 

completely due to elevations within the control group. At Stanford, subjects 

smoked fewer cigarettes smoked per day but had minimal changes in blood 

pressure and cholesterol. 

5) A comparison of outcomes-changes in either the incidence or death 

rate due to CHD, requires careful and unbiased monitoring (see discussion of 

problems with statistics and mortality data). Individual trials have a better 

chance of demonstrating changes in death rates between special groups and 

usual care groups. Of course, the control group may be receiving 

interventions and advice because these people are seen by their physicians. 

Health professionals, as well as study subjects, are influenced by our cultural 

emphasis on health promotion and disease prevention. Problems in outcome 

comparisons may also arise because subjects may be unavailable for follow-

up. Since the time frame between change and outcome is generally unknown, 

it is unclear just how long a follow-up period would be needed (Kuller 1980). 

6) There is no unique cholesterol lowering diet so several different 

diets would have to be studied. Furthermore, there is a large individual 
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variation from day to day in the lipid composition of diets (Shekelle et al 

1981). 

7) Standardization, monitoring and control are all problems with free-

choice diet studies. In 1945, McHenry et al published a classic paper about 

sources of error in dietary surveys (Howell 1989). They stressed the 

importance of a longer time frame for recording dietary intake since the daily 

variation within a homogeneous population exceeds the variation among 

individuals. Later, Young conducted a study which compared dietary 

assessments among three different population groups (Young et al 1952) 

which stressed dietary histories for better estimates of group intake as 

compared to 24 hour recall data. In studies of elderly women, Ohlson et al 

(1950), concluded that no single method gave a complete and reliable intake 

profile. 

Diet recall studies and other procedures for assessing actual intake are 

problematic. For example, one Saturday morning, I went out for breakfast 

with five volunteers from the Villa Serenas Clinic. One volunteer is a retired 

nurse practitioner, another is a retired nurse. All were on a "low cholesterol" 

diet and two were taking medications to lower their serum cholesterol 

(Mevacor and niacin). We ordered the breakfast buffet at Big Boy on 

Broadway. Rose, who is on Mevacor, had egg beaters, fried bacon substitute 

(Kosher) and steak fries. Liz, with a cholesterol of 171, is on a rigid low fat 

diet. She had toast, "lite, no cholesterol" margarine, egg beaters and 

"unleaded" (no caffeine) coffee. Marie, on niacin, had scrambled eggs and 

salsa, bacon, sausage, fries and toast. Lil and Mickey had bagels with cream 

cheese, eggs and Kosher bacon. During the clinic on the following Tuesday 
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(three days later), I asked them to Hll out a diet recall for the weekend. Liz 

was the only one with a breakfast-recall that actually resembled what she ate. 

Since she has a rather monotonous diet at home, she would be a reliable 

candidate for diet recall studies. Rose, Mickey, Zora, Lil and Marie recalled 

preparing a very low fat, low cholesterol breakfast on both Saturday and 

Sunday. When I reminded them of the Big Boy buffet, the general comments 

were "Well, that was a special occasion. We really never eat like that." Even 

if recalls are accurate, they measure only the previous day (Goor and Rifkind 

1982, Shekelle et al 1981). Recent Australian epidemiologic studies 

concerning health behavior recall in the elderly show increasing age (over 

65), male gender and cognitive impairments (Short Portable Mental Status 

Questionnaire less than 8/10) to be associated with reduced reproducibility 

(Gumming and Klineberg 1994). 

Clients continually modify their treatments because of side effects and 

other compliance problems. Some drugs have more side effects than others, 

are not particularly effective when taken correctly and may cause other health 

problems (CTSU 1993). Low fat diets are seen as boring and tasteless by my 

elderly clients. 

8) Lack of response to a diet can be caused by genetic non-

responsiveness, other non-dietary factors ( Shekelle et al 1981), inadequate 

knowledge, confusion over nutritional labeling, or inability or failure to 

change diets. A sample of 105 people with fasting cholesterols of over 200 

mg/dL were put on the AHA step 1 diet and provided three day diet records. 

Long term dietary compliance was worse for low saturated fat intake than for 

low cholesterol diets (Henkin et al 1992). Diets in long term drug trials may 
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produce only moderate cholesterol changes so vast sample sizes would be 

needed (Goor and Rifkind 1982). For example, even in high risk CHD 

patients, a trial of diet that produced a 10% cholesterol reduction would have 

to be six times larger than the U. K. Healthy Heart study (CTS 1993). 

Evaluations of clinical trials 

There is lack of experimental evidence that modification of risk 

factors, except at extreme ranges, reduces the incidence or mortality from 

heart attacks (Kuller 1980). Mann claims that many trials have failed to show 

more than a trivial effect of diet and cholesterol in CHD. He claims that risk 

factors don't count after age 55 (Timmis 1979) 

There have been several articles which showed scientific confusion and 

controversy about the benefits of lowering serum cholesterol below 160 

mg/dL through the use of drugs and diet. A statistic review of six prior 

medical studies was published in the British Medical Journal in 1990. These 

studies reviewed 25,000 men, half of whom had lowered their cholesterol 

with drugs. Although the lowered cholesterol group had 28 fewer heart 

attacks, they had 29 more violent deaths from accidents, suicides and 

homicides (Wellness Letter 1993). In the same year, the National Heart, Lung 

and Blood Institute called a conference to review all the data on cholesterol 

levels and mortality rates. This review was published in Circulation. 

September 1990. This analysis of 19 large studies revealed that cholesterol 

levels above 200 were associated with heart disease in males but levels below 

160 in both males and females were associated with a 40% higher mortality 

rate from non cardiac events. 
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In July 1992, a review of 351,000 males in the Multiple Risk Factor 

Intervention Trial (MRFIT) in the Archives of Internal Medicine showed 

cholesterol levels below 160 associated with an increased risk for 

hemorrhagic stroke, liver and pancreatic cancers, digestive diseases, suicides, 

liver cirrhosis and alcoholism. Two explanatory theories were proposed: 1) 

the lowered cholesterol may be the result of, not the cause of the other 

diseases; and the cholesterol lowering drugs may themselves cause the 

excess mortality. 

The concept of a single cause of atherosclerosis is misleading. Most 

studies, however, postulate a single cause in order to formulate useful 

concepts for study. They impose an infectious disease model of agent, host 

and environment on complex chronic diseases. In a system of multiple 

etiology, the agent is only one cause which must, however, be essential 

(Olson 1960). Personal dietary intake and lifestyle behaviors correspond well 

to our cultural emphasis on individualism, choice and responsibility. 

However, this often leads to "victim blaming" behaviors toward those who 

are obese, have hypertension or high cholesterol. The lifestyle model assumes 

there is an ability to control chronic and degenerative conditions. Therefore, 

older adults, who have these conditions are viewed as morally responsible by 

other members of society, including health professionals. 

Marketing the lipid hvpothesis to health professionals 

The United States Government is in an ambivalent position regarding 

dietary advice to its citizens. The National Institutes of Health and its 

nutritional division sponsor most large scale lipid lowering diet and drug 
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trials, but the meat and dairy councils (United States Department of 

Agriculture), strongly oppose ideas that meat, eggs and milk are harmful. The 

pharmaceutical industry, clinical laboratories, the "health" food industry and 

food processors and marketers have taken strong and economically motivated 

positions in regard to cholesterol. To them, it is a priority dietetic and health 

problem. 

The initial, major and continuous marketing impetus has been to health 

professionals who prescribe the medications, tests and interventions. In 1982, 

the American Heart Association's "prudent diet" was suggested for all 

Americans. Copies of this diet were included in the April issue of Circulation, 

the Heart Association's professional journal. The following year,1983, a 

survey of 1600 physicians done by the NHLBI indicated that physicians were 

reconmiending therapeutic interventions only for patients with cholesterol 

levels in the 90th percentile. Other fmdings were the following: 90% of the 

doctors thought that quitting smoking would have a high impact on heart 

disease; 80% said that reducing blood pressure would have an impact; and 

39% said that cholesterol reduction would have an impact on the prevention 

or control of CHD. This poll was conducted prior to both the LRC-CPPT 

report (sponsored by the NHLBI) and the Consensus Conference. The 

Consensus Conference suggested that many more people should be treated 

(Rifkind and Lenfant 1986). Although the LRC-CPPT is regarded by public 

health officials as the landmark study that '"proves the link between diet and 

cholesterol," it was a drug rather than a dietary research project. After the 

first poll, trial and conference, there was another follow-up study in 1986. 

This survey by the National Heart Lung and Blood Institute concluded that 50 
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to 75% of the practicing physicians failed to provide either diet or drug 

treatment for "dangerously high cholesterol levels." The expert panel's 

advice to professions was clear. All adults with cholesterol levels over 240 

mg/dL, after diet modification, should be considered candidates for drug 

therapy (Charash 1991). Furthermore, 64% (up from 39%) of the physicians 

now agreed with the statement that reduction of cholesterol would have an 

impact on CHD (The New Medicine Show 1989). 

In 1984, the National Institutes of Health held the first consensus 

development conference on blood cholesterol. These conferences are 

convened to thrash out reasonable policies on controversial health issues. The 

panel, however, reached a unanimous decision to wholeheartedly support the 

reduction of cholesterol levels, especially by diet. The panel also concluded 

that the blood level of cholesterol of most Americans are "undesirably high" 

due to dietary intake of excess calories, saturated fat and cholesterol. All 

Americans over the age of two were advised to follow the American Heart 

Association's Prudent Diet. This included a fat intake of 30% of the total 

calories, saturated fat intake of less than 10% of calories, polyunsaturated fat 

intake of 10% and daily cholesterol intake to 250-300 milligrams (This is the 

amount of cholesterol in one egg). Total calories would be reduced to correct 

obesity and maintains an ideal body weight. 

The National Cholesterol Education Program (NCEP) began in 1985 

under the auspices of the NHLBI. It was modeled after the National High 

Blood Pressure Education Program which was regarded as highly successful. 

A coordinating committee of 27 representatives from various national 

organizations meets to make recommendations and plan strategies for 
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implementation. The initial focus of the NCEP was detection and treatment of 

high risk patients so most activities were directed toward health 

professionals. The Report of the Expert Panel on The Detection, Evaluation 

and Treatment of High Blood Cholesterol in Adults was released in October 

1987. This report gave details of diagnosis and therapy. The next major 

publication. The Report of the &(pert Panel on Population Strategies for 

Blood Cholesterol Reduction was released in 1990. This new strategy was a 

population approach directed at people with average blood cholesterol. The 

NCEP addressed the problem of cholesterol in young people with its Expert 

Panel on Blood Cholesterol Levels in Children and Adolescents. Educational 

materials for professionals. Cholesterol: Current Concepts for Clinicians. 

were given to participants at the annual American Heart Association 

Seminars in both 1990 and 1991. 

In 1986, one entire issue of the Journal of the American Medical 

Association (JAMA) was devoted to "attempts to assist physicians in the 

diagnosis and treatment of hypercholesterolemia by presenting authoritative 

data on its many clinical dimensions" (Grouse 1986). 

In November, 1988, the First National Cholesterol Conference 

convened. It included researchers, program planners, and health professionals 

who shared information about issues relating to serum cholesterol. This 

continuing education channel is an effective means of disseminating 

information and research fmdings. I receive professional briefs about state-of-

the-art diagnostic testing and treatments on a quarterly basis. I was sent the 

NHLBI Kit (from the United States Department of Health and Human 

Services, National Institutes of Health). This is a manual for program 
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planners, which has patient education material for the office, games for 

children and suggestions for increasing compliance. The NCEP also tracks 

the progress of educational efforts, and national surveys of physicians' 

knowledge, attitudes and reported practice have been done every three years. 

Each year, the Arizona affiliate of the American Heart Association (the 

largest non-governmental supporter of cardiovascular research and education 

programs in the world), sponsors seminars in Phoenix and Tucson for 

physicians, nurse practitioners, physicians assistants and other allied health 

professionals. The major underwriters of these seminars are pharmaceutical 

companies who manufacture cholesterol and triglyceride lowering agents. 

Although there was dietary information given in past sessions, current 

lectures are devoted to the pharmacological management of cholesterol and 

triglycerides, invasive surgical procedures (refinements in angioplastic 

techniques), genetic therapy for hereditary hyperlipidemias and current 

legislation regarding funding of medications and procedures in managed care 

settings (1993 and 1995 conferences). 

During my interviews with providers, the general consensus was that 

long term dietary interventions are neither obtainable nor practical. 

Charlie G (MD) Usually I start off with diet, of course, which never works with 
them (the obese diabetics with high cholesterol and triglycerides). I think it is because 
they don't comply very well. I generally give them a shot with a nutritionist but they 
mostly have to have drugs to lower their levels. 

Beth S (ANF-C) I think that you have to be realistic about what changes people are 
going to want to make and what changes you are asking them to make and how much of a 
beneHt they may realistically expect to obtain from the changes. 

Amy G(ANP-C) Do I think people are concemed with what they are eating? No, I 
think people eat because it tastes go<^ to them or it's quick or they are hungry and so they 
eat what's available....It takes some energy, some planning to eat good. You know, you 
can't just get it. I think that's why a lot of people don't, they just don't have the time. I 
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mean the parents don't have the time because they woric all day and then have to shuttle 
the kids or else they are just in and out. Older people don't have time because, really, I 
guess, they are just too tired or don't want to do it or are depressed and can't or they are all 
done.... 

Have you noticed that the ones who say " I know all this" (diet information), they 
are the ones that are 80 pounds overweight? I Hrnily believe that everyone makes their 
own choices in this life. And if they have the information, or at least if they say they have 
the information and if they are there and I'm ready and and willing to give them the 
information. If they don't want it, I don't try to preach. I'm not going to tell them things or 
make them listen to things that they don't want to hear or that they are not ready to hear. 

Gerri LC^J'hD) We are talking about life style changes here and that's not minor 
league, whether it is learning to inject yourself or stop smoking or go on a diet. Those are 
big de^ behaviors, I mean, it's a big deal behavior! 

CONCLUSION 

In conclusion, after numerous ambiguous or negative studies about the 

relationship of high cholesterol to coronary morbidity and mortality, why 

have the public and medical professionals received opposite impressions? 

Dietary cholesterol is presented as one of the most important modifiable 

causes of coronary heart disease in professional and lay literature. 

Professional seminars, prestigious medical joumals (JAMA. NEJM, 

Circulation), public and private funding agencies (The American Heart 

Association, The National Cholesterol Education Program under the auspices 

of the National Institutes of Health) as well as popular health literature 

(Prevention Magazine. Vegetarian Times) tout the dangers of high 

cholesterol. There are continual public reminders about the necessity of low 

fat diets, the availability of pharmaceutical and herbal products to lower 

cholesterol and the necessity and ease of being tested for cholesterol. Out of a 

number of possible choices, why was emphasis placed on this particular 

biochemical substance? 

Foucault argued that the establishment of medical facts is a social 

processes within a specific historical context (Foucault,1970 , Fujimura and 
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Chou 1994, Hacking,1990). Every medical discourse functions by 

highlighting particular kinds of observations and downplaying others. 

Foucault called this use of knowledge to focus on certain types of problems 

and questions and to ignore or negate others, biopower (Foucault, 

1975,1980). Current western biomedicine is a socially determined process 

which revolves around culturally organized beliefs (Young,1987). Medical 

research, with its various protocols, personal and institutional agendas and 

economic imperatives, reflects the ways biopower operates in this society. 

What we measure or even tfiat we measure, (assigning numbers and 

manipulating these to look for statistically significant fmdings), shows the 

social, political and economic nature of biomedical research studies. 

Within biomedical research, there are different ways to verify 

conclusions and test theories. These varied styles of practice are conceptually 

similar to Hacking's exposition about styles of scientific reasoning (Fujimura 

and Chou 1994, Hacking 1990). Work done by Anitchkow and some of the 

metabolic studies cited in this chapter are examples of the laboratory style of 

practice. It produces phenomena under controlled conditions in order to make 

models and test theories. Unlike laboratory conditions, however, 

epidemiological studies attempt to discover the cause of specific diseases. 

Which conditions are picked? Cardiac disease, the first cause of mortality in 

our aging society, is seen as the most expensive chronic disease. Therefore, 

epidemiologists look at groups of people with high rates of cardiac disease 

and compare them to groups with lower ones. After these sub-sets are 

identified, rates of disease are related to differences in life style. The mandate 
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of an epidemiological style of practice is to search for causes that are seen to 

be controllable or modifiable (Fujimura and Chou 1994, Hacking 1990). 

Scientists, as members of the culture at large, have embedded 

knowledge about American beliefs about the nature of the individual in 

health and disease (acute and chronic) as well as the implicit assumptions of 

science (Young 1981). Therefore, the American research approach is 

consistent with a cultural emphasis on individual responsibility and choice, 

healthy lifestyles and a wellness mentality. However, there are other agendas. 

Medicine is big business. From drug companies who sell lipid lowering 

agents, laboratories that develop and perform tests Oipid profiles, genetic 

screens, stress tests, angiography), nutrition and diet counselors, insurance 

companies, corporations that sell reduced fat items, sports and fitness 

equipment manufacturers, there is money to be made in the coronary 

business. Entire sections of the govemment vie for grants and funding for 

coronary research. Clareers are made from these studies. Therefore, there are 

many vested interests involved in the process of producing research fmdings. 

This "factual research data" is conveyed, with the best of intentions, by 

professionals to their patients. The ambiguity of the results, the absence of 

mortality data, and the lack of correlation of cholesterol with heart disease in 

the elderly, are not widely known by clinicians. We accept the research 

studies as examples of good science and continue to advise, medicate and 

test. We use our supposed knowledge as a power differential over the clients, 

turning them into examples of the worried well. 
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CHAPTER HVE 

GOOD FOOD/BAD FOOD: 
ROUND AND ROUND THE MULBERRY BUSH 

Beliefs and behaviors involving food have never been simply about the 

efficient ingestion of nutrients. Which substances are classified as foods, and 

when they are deemed acceptable to eat, how much we eat and with whom, 

are all cultural issues. Food is a symbol of status in society. The way we eat 

reflects our class and ethnic identity as well as our biological requirements 

subject to activity demands (Helman 1990, Mintz,1985). Memories are 

triggered by particular foods Food can be comforting when we are lonely, 

frightened or ill. Careful preparation of a meal and sharing food with loved 

ones are important family events. Familiar ethnic meals provide a feeling of 

continuity, stability and a sense of home. 

While the eating of some types of food is associated with sensual 

pleasures and social solidarity, fasting and control of one's diet has been used 

as a means of deriving moral authority associated with discipline and penance 

(Schwartz 1986). The merits of dietary control is found not only in religious 

traditions and medical systems, but also in secular society where moral 

discourse about food has been transformed from sin and redemption to 

disease and health. In contemporary "American culture", sacred foods are 

healthy, light (lite), natural, low fat and wholesome. These are opposed to 

artificial, processed, refined, fatty, heavy and junk foods. These profane 
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edibles are presently seen as dangerous to our health. Not only is there 

increasing concern and awareness about acute illness episodes from food 

poisoning, contaminated water and adulterated food.but chronic conditions 

like cancer and heart disease have also become associated with certain foods 

such as salt, fat and sugar. 

In this chapter, I will present a brief overview of dietary trends in the 

United States and the moral discourse about food and health. Attention will 

be drawn to the changes in the labeling of foods as good and bad in popular 

culture and factors influencing this labeling process.in the United States. 

A Brief History: the Rise of the North American Diet 

In North America, we owe our love of meat to Europeans. At the time 

of colonization, upper class Spanish, English and French diets included a 

great deal of meat. After the Middle Ages, wealthy European tables "groaned 

with meat" because there were so many areas suitable for pasture (Farb and 

Amelagos 1980). Certain foods have high social value which may be 

unrelated to their nutritional content. Meat is one of these foods (Sanjur 

1982). Over the past century, however, meat, at least red meat, has been 

transformed. From its former high status, red meat has become evil, 

ecologically unsound, inefficient, risk laden and disease causing. It is a 

"killer." This is not the first time that Americans have heard moralistic 

warnings about meat. 

Anxiety about contaminated foods, especially meat, peaked at the end 

of the last century. The initial fears of harmful foods may have been due to 

the expansion of food markets and the emergence of national brands (Stacey 
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1994). Americans became more anxious about food as they lived further 

away from the sources of produce, meat and dairy (local markets). These 

same fears are peaking again, at the end of another century. Recently, one of 

the fast food chains has been associated with deaths from improperly cooked 

beef. 

The words natural and organic give contemporary Americans the 

impression that these foods are pure and closer to what used to be. At the end 

of the last century, there was also a great deal of information about curative 

and rejuvenating foods (bran, fiber). This discourse sounds quite 

contemporary. According to Schwartz (1986), this fin de siecle (end of the 

century) phenomenon is not coincidental. Schwartz regards the attempt to 

control our fate with diet as a form of renewal, purification and absolution. 

The century is new and the dangers are unknown. 

During the first 50 years of this century, there were other significant 

alterations in the realm of foodstuffs. These included changes in prices, 

technological developments in transportation and processing, effects of the 

wars and the discovery of vitamins. During World War I, immense amounts 

of food were required. Therefore, it became sinful to waste any food, 

particularly fats and sugars which were in short supply in Europe. Scientists, 

at that time, encouraged citizens to limit their fat and sugar consumption by 

changing the standards for daily requirements. During the war, therefore, it 

became unpatriotic to eat fats or to be fat. Fatness had other negative 

connotations as well, from its association with more recent immigrant Jews 

and Italians (the other). 
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My elderly informants, after living through the Great Depression, saw 

"wheatless and meatless" days in World War Two. They lived with ration 

stamps for commodities including sugar, fats, meats, canned fruits and 

vegetables. Canned foods were less perishable, less likely to spoil, so these 

were reserved for the military. Shortages in some areas directed consumption 

toward eggs, milk products, fresh meats, fruits and vegetables (Sanjur 1982). 

The typical modem American eating pattern has changed in other ways, as 

well. Our grandparents ate a more stable diet with more than 80% of the total 

caloric intake derived from grains, meats animal fats, sugars, potatoes, mature 

legumes and seasonal fruits. Middle class Americans currently eat a variety 

of different ethnic and processed foods. Food processors market almost 9,000 

different fabricated items each year. Although our total caloric intake is 

lower, we get an increased number of calories derived from fat. Earlier in the 

century, we ate more complex carbohydrates. Americans ate starches, whole 

grains, fresh vegetables and whole fruits were used. Contemporary diets 

contain more simple sugars (Rittenbaugh 1982). 

Methods of cooking have changed. Microwave ovens and barbecues 

are conmionplace. Americans eat more meals away from home in restaurants 

or fast food places. The depersonalized fast-food restaurants typify the 

immense changes in our eating habits. Their growth has been phenomenal. 

By 1979, there were about 140,000 fast food places in the United States. In 

many areas of the country, these chains have supplanted traditional eating 

habits (i.e., cooking meals at home and sitting down to the table with family 

or friends). More common explanations for the spectacular growth of these 

chains include the following: accessibility, quick service, relief from home 
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cooking, low cost, socialization, and standardized fare. People know what to 

expect from McDonald's, Taco Bell and Burger King. 

People eat away from home for various reasons. Working couples have 

busy, rushed and conflicting schedules. Time pressures, different wants and 

needs and special diets (vegetarian, diabetic, low fat, low salt) contribute to 

the complexity of preparing meals at home. Retirees, with less obvious time 

pressures, however, often eat in restaurants and at fast food places. Some 

widowed men are "lost in the kitchen.'^ Many never learned to cook because 

that was a "woman's job." Groups of Green Valley widowers eat at the Elks, 

the country club, the bowling alley, Arby's, McDonald's or Safeway (field 

notes). Married women, as compared to single men, generally prepare home-

cooked meals for themselves and their husbands. After becoming widowed, 

however, their diets often change markedly. My informants dislike "cooking 

for one and eating alone, buying food and watching it spoil, expending all 

that effort just for me,"(field notes. Green Valley). Widows may join female 

friends for luncheon at local restaurants but few older women would dine in a 

restaurant at supper without a companion (field notes. Green Valley). Some 

older single males and females live at places like the Manor, the Cascades or 

the Forum simply because these facilities provide meals as part of the rental 

price (field notes. Manor at Midvale). 

Although Wellness Clinic clients, friends, relatives and co-workers say 

they eat a "well balanced diet" with lots of fruits, green leafy vegetables, 

soluble fiber and protein, a study on dietary diversity in the Journal of the 

American Dietetic Association in December 1991, revealed that during a 24 

hour period, 46% of the American people ate no fruit and 18% ate no 
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vegetables (Ireland 1992). Behaviors, reported behaviors and concerns are 

not always congruent. A more recent survey done for Parade Magazine , 

ranked nutrition as the top concern for 70% of the 2,000 respondents (ages 

18-65). More than 50% of those polled were concerned about fats and 

cholesterol. In addition, the number of people who knew their cholesterol 

counts rose from 23% to 29% during the past two years. As Americans age, 

50% of responders reported eating more fiber. Older adults have more 

concerns about the increasingly common "problem of constipation." An 

increasing number of adults are trying to lose weight. It has been estimated 

that there are 29 million Americans who are on diets (71% are women). 

Responders reported that they do more exercise and 92% of exercising older 

adults do "their workout" more than twice a week (Ciabattari 1992). In 

another survey, done by Prevention Magazine (Rodale Press), a panel of 

"over 300 top nutrition experts" was asked to rate 44 nutritional actions in 

terms of health benefits. Weight control, a reduction in dietary fat, more fiber 

and more exercise were the most conmion replies (Cooper 1991). What do 

people in the United States think about the relationships between diet and 

health? 

Some researchers believe that contemporary diseases may be due to 

alterations in eating patterns (Cohen 1989, Farb and Amelagos 1980, Pelto 

1983). A contemporary "disease" ,obesity (the storage of excess fat), is 

perceived as a modem condition thought to be unusual in prehistoric times. 

There is an altemative and adaptationist view about these diseases of 

affluence. With improved nutrition, there is an increased resistance to 

infection (Burkitt,1982; Ritenbaugh, 1982). In addition, body fat insulates us 
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against harsh climates and may serve as depot storage in times of famine 

(Begley 1993). In addition, human reproduction is dependent upon a critical 

amount of body fat for menstruation and nursing (Frisch 1978). 

Why do humans store fat? One theory attributes fat storage to large 

fluctuations in the food supply of early hominids. Neel theorizes that human 

survival resulted from a "thrifty gene" which encouraged fat storage during 

plentiful periods. The thrifty genotype includes the following: a genetic 

predisposition for rapid insulin metabolism, efficient utilization of blood 

glucose, an increased ability to convert excess calories to fat and rapid 

physical development (Neel 1962). Under modem conditions of stable food 

availability, however, a high carbohydrate intake followed by increased 

insulin production may lead to exhaustion of the insulin-glucose regulatory 

system and overt diabetes. Diabetes, cardiovascular problems and 

hypertension are thought to be current examples of diseases of civilization 

and affluence. These conditions, however, are complex syndromes which 

include other factors such as aging, obesity, genetic predispositions, other 

dietary factors, diminished exercise as well as emotional stress (Dressier 

1979). Nutritional factors, nevertheless, are blamed as the most important 

cause of these chronic diseases. Food discourse reintroduces moral arguments 

to our secular culture. 

Bad Foods: Morally and Scientifically Out of Fashion 

In the United States, it seems that once a substance is labeled as bad, 

any discussion about whether it will be good for some people or good at low 

amounts is lost. Pregnant women, for example, are told to avoid any alcohol 

even when 2 alcoholic drinks a day has not caused fetal damage in other 
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countries (Payer 1980). Women are warned that even tiny amounts of alcohol 

can cause birth defects. Posters focus on the fear of having a less than perfect 

child by reminding pregnant women that "You don't know what you can 

get." In Italy, Germany, and Spain, however, alcohol is consumed by 

pregnant women on a daily basis. Do they have a higher rate of birth defects? 

No, they don't (Payer 1988). 

Salt has been added to the expanding list of dietary prohibitions. Low 

salt diets are recommended for every older adult even those who have normal 

blood pressure or pedal edema. It is apparently simpler for Americans to 

regard foods or behaviors as either as totally bad or as saviors. Therefore, 

reconmiendations are universally applied. This is an epidemiological or 

population model of disease prevention. 

Eggs are often mentioned in both lay and professional articles as an 

important cause of heart disease. Eggs contain cholesterol and cholesterol in 

the diet causes plaques in the arteries. Not all portions of the egg are equally 

deadly, however. The yolk (yellow) is totally bad while the white (purity) is 

good. The Japanese people, who suffer from high cerebrovascular accident 

(CVA) rates, nevertheless, showed a decreased incidence of CVAs when they 

increased their whole egg intake. It seems, however, that Americans want to 

be told not to eat certain substances. 

This exclusionary trait has a long history. American diseases were seen 

as stronger than European ones. Since the pioneer constitution was energetic, 

however, things had to be excluded to tone us down (Payer 1988). The 

standard, normal American diet, therefore, is becoming dependent upon a 

narrowing range of foods. 
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Fats have come to be associated with diabetes, heart disease and 

hypertension in contemporary North American culture. Eating fat and being 

fat are both morally suspect. Until this century, however, some degree of 

fatness was valuable and valued (Schwartz 1986). Thin people were 

unhealthy, likely to get tuberculosis and other infections because they had no 

reserve (Ritenbaugh, 1982). Both wealth and health are currently associated 

with slimness despite the labeling of chronic diseases as diseases of 

abundance, affluence and civilization (Farb and Amelagos,1980; 

Burkitt,1982, Cohen,1989, Farb and Amelagos 1980). Cultural connections 

between fat and certain diseases (cardiac conditions, cancer, gout) arose in 

the last century. Between 1880 and 1920, gluttony (a sin) became associated 

with fatness and lack of balance while sloth (also a sin) was linked to 

inefficiency and laziness. During this era, life insurance companies began to 

consider heavier people to be higher mortality risks. The corpulent were 

charged extra premiums (Schwartz 1986). 

In this century, as the number of aged people in the United States 

began to rise, the traditional middle aged weight gain has become 

"unhealthy." This coincided with the emphasis on youthfulness from the 

sixties. Almost every elderly person is, therefore, "overweight" according to 

Metropolitan Life Insurance tables (the common reference). Reducing body 

fat through reduced intake of fat substitutes for work for the middle class 

retirees. However, what types of fats must be eliminated? Scientitic research 

can differentiate various subtypes within the domain of fat. 

Saturated fats 
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Saturated fats are chemically defined by the inability to receive 

additional hydrogen atoms. These occur primarily in animal based foods 

(meat fat and butterfat). Beef, pork, and lamb are meats high in saturated fats 

but palm and coconut oils have a high saturated fat content as well. Based on 

a 1988 survey of 2300 products, the American Soybean Association 

concluded that almost half (46%) of conmiodities containing fats and oils use 

saturated vegetable oils. Saturated fats are cheap and have a long shelf life. 

All saturated fats are solid at room temperature. 

The ingestion of saturated fats have been associated with and 

implicated in various cancers, fibrocystic breast disease and heart disease. 

The cancer connection, originally based on ecologic studies and later 

sustained by results from case control studies, has not been confirmed by 

most of the cohort studies (Lund 1994, Toniola 1994). The information about 

the different types of fats and its relationship to any disease, is confusing. 

Bill S. Well, I just watch the saturated and I try to eat as many foods as I can that 
have polyunsaturated fats < which ones are they?> That would be, like of lot of your 
cereals, dry cereal and, we used to drink skim milk all the time but Tm afraid to drink too 
much milk because I'm afraid to get this disease they get from drinking too much milk. 
It's some kind of an allergy (lactose intolerance). I quit drinking milk just because of that. 
I read this article and the thing is, when you get it (lactose intolerance), you'll have it for a 
year because you have to get off milk entirely, and all milk products in order to get rid of 
it The article scared the hell out of me. The article was put out by, ah, what's the product 
that's so popular: Now that substitute for milk, ah. Mocha Mix. 

Although many Americans say that they are "almost vegetarians, we 

eat so little meat," (field notes) Americans ate more meat in 1976 than ever 

(Brewster and Jacobson 1978). In 1910, the average Americans ate 136.2 

pounds of meat per person. By 1976, we consumed 165.2 pounds. Since 

Americans eat fewer organ and specialty meats, and less iamb and pork than 
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Europeans, this increase in meat consumption reflects an absolute increase in 

beef consumption.(6rewster and Jacobson 1978). Nevertheless, Americans 

often state that they eat much less meat than "years ago." At the end of the 

last century, the American Vegetarian Society was organized as an animal 

rights group. Ideas relating meat consumption to health issues came after a 

series of contaminated meat scandals. Earlier moral arguments related eating 

flesh to premature aging, diminished intelligence and obesity. There has been 

a resurgence of so-called vegetarian diets in the 1990"s. Many people, 

however, who call themselves vegetarians eat both poultry and fish. It is 

therefore unclear what foods are included and excluded in a contemporary 

vegetarian diet. 

Cholesterol has become a common topic of discussion among the 

elderly people in the Wellness Clinics. Actually, it seems that discourse about 

cholesterol has displaced conversations about politics and religion. Which 

foods are high in cholesterol and the exact number of milligrams that may be 

allowed in a day are hotly disputed by the clinic attenders. 

An overt moral stance toward cholesterol can be readily identified. 

Almost all patients at the Wellness Clinics say that they have "given up red 

meat" (as if for Lent) and "never touch an egg." On the other hand, the 

rugged individualists or rebels among the clinic goers gloat about eggs, thick 

portions of steak and prime ribs. Egg yolks and cholesterol have become 

synonymous even though cholesterol is found in other foods of animal origin. 

The American Heart Association diet recommends a maximum of three eggs 

per week. However, with revised testing, the average egg was found to 

contain 214 milligrams of cholesterol, rather than the former number of 274 
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milligrams. Therefore, the quota of "allowable" eggs was increased to four 

per week (Becker 1990). Egg consumption declined from a peak of 403 per 

person annually in 1945 to 276 in 1976. However, we are eating as many 

eggs as our parents and grandparents did in 1935 (280 per person). Breakfast 

accounts for half the egg consumption. Americans, of all ages, don't often 

prepare or eat breakfast at home (Brewster and Jacobson 1978). Here in 

Tucson, during the winter months, many local places cater to "the snowbird 

breakfast crowd" at Denny's (Senior Slam), Purr's dlafeteria (Senior Special) 

and McDonald's (Egg McMuffin). If people are not cooking at home, 

breakfasts are bargain meals at these restaurants. I have eaten breakfasts with 

most of my informants and co-workers. We have and share opinions about 

current nutritional information. 

Micki M (ANP). My cholesterol is around 180 but I usually limit eggs to a couple 
a week and I don't eat bacon and sausage and baloney or rarely a hot dog. I really limit the 
amount of fried foods, try to avoid fried foods but I probably don't get in as much vegies 
right now as I should. I pretty much try to have a balanced diet 
<what kind of dietetic education do you give to the clients?> 

I don't initially give them a ratio of fat I recommend that they limit their fats to 25 
to 35 grams d day and their cholesterol to 150-2(X) milligrams. Then I point out things like 
cheeses and some of the meats that are higher in fat and really make sure sure they are 
aware of serving size. A 3 ounce hamburger has 13 grams of fat and not many people eat a 
3 ounce hamburger. If they try to stick to a 25 to 35 grams of fat they are not going to be 
able to get a lot of one thing so I don't really tell them how much saturated to unsaturated. 
I will explain the different margarines that are soft and have the lowest amount of fat and 
to avoid the saturated fats like the bacon, sausage, baloney and show them ways. Like by 
getting round steak and getting it all trinuned and then having that ground up, then they 
can have almost twice as much of that as the same amount of ground round. I also tell 
them about skim milk versus 2%, which they think they are doing real good with. They 
may drink three or four glasses of 2% a day and they are getting most of the day's 
allotment of fat right there. 

Barbara L. (age 85) Oh, I don't have any more than two eggs a week, if I have that 
many. I buy them by the half dozen. Now, this I shouldn't tell anybody, but yesterday we 
went out for breakfast, the women (from die Manor) went out for breakfast We went to 
Carrows and, up home I used to have corned beef bash and poached eggs. That's what I 
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had for breakfast and it was delicious. It was wonderful! I ̂  say just one egg cause it was 
supposed to be with two, but I just said OM egg. 

Liz K (age 75) He (the doctor) told me to go on a strict diet for a month and in one 
month I brought it (total serum cholesterol level) down fifty points. I cut out everything. I 
used to eat cheese and ice cream and eggs and all. I cut everything out and now I'm taldng 
the, what do you call it, the niacin. Everyone laughs at me(for being so strict about the 
diet). Well, I don't care. If I eat something that I shouldn't, I don't even enjoy it so it 
doesn't bother me to eat the right things.... 

Do you know that there is some crackers that say no cholesterol, premium, the one 
puts out crackers. I try to watch. I watch to see that there's no cholesterol in everything I 
buy. I try to watch it I know you can't be 100% perfect but I try to watch it... 

My husband was on a strict cholesterol diet He had, when we went someplace, 
like to my nieces' or somebody's house, I'd have to take his food along. He wouldn't eat 
anything he wasn't supposed to. He used to like soup. I'd have to cook soup constantly, 
twice a day, soup, with no fat in it 

Bill S. (age 83) They told me I'd have to, they took Ida down to the dietician at the 
Qeveland University Hospital, took her down the office and gave her papers and little 
bulletins and so forth. It was telling her about the different things that she should cook for 
me, to get me on a strict diet... 

<what kinds of things do you avoid?> 
Well, I avoid all gravies. It's a big joke at our table (at the Manor). When I order 
something, the waiters will say, OK, it will be loaded wiA gravy but it won't be. No gravy 
and no sauces, I say. That book says, "Don't eat a sauce in a restaurant" because your 
chefs are always trying to outdo some other chef, you know, in making some kind of a 
fancy sauce, lliey put a lot of butter in it and a a lot of cream and other things. They make 
it taste real good but it's loaded with cholesterol.... 

I don't eat eggs, one every two or three weeks and I don't eat spaghetti with meat 
sauce. Ida, when she cooks, what she cooks will have no cholesterol in it She makes this 
vegetarian tomato sauce and we eat that a lot She makes beans and mna casserole.... 

Ida looks at all the labels and she'll see how much fat there is. A lot of them will 
say, "no cholesterol" but a lot of them will say how much fat there is. And a lot of these 
Campbell Soups, you know, they'll say two grams, two gees of fat So that isn't very 
much. Well, that isn't milligrams, that grams. Then if you figure out how many milligrams 
that is, why you would have a total that long (arms spread wide apart).... 

< now is that milligrams of fat or milligrams of sodium?> 
That's got to be fat 

Although we still eat as many eggs as our grandparents, the American 

diet has changed with regard to meats. Until 1987, the most marbled meats, 

ones with visible lines of fat, were considered prime. Consumers are 

currently encouraged to choose leaner cuts of meat which have been renamed 

from "good" to "select". Stores charge an increased price for these formerly 

less expensive cuts of meat. There is so much negative rhetoric about red 
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meats that the Meat Council sponsors a television advertising campaign to 

encourage more beef consumption. Steak, which used to be considered a 

male food, is also known as a prestige and celebratory food. The new voice-

over for the "Beef, it's what's for dinner" advertisement is done by Robert 

Mitchum. James Gamer, until his quadruple coronary bypass surgery, was the 

spokesperson for these ads. Heart surgery, evidently, complicated his image 

for the meat consortium. 

In addition, there are non health related issues about eating meat. 

Political, ethical and ecological agendas may recommend reduced meat 

consumption. With the advent of agriculture, population density increased in 

more circumscribed areas. Trees were removed for farms and grazing. When 

the land became affected by these activities, people moved on. Worldwide 

there is less and less room to "move on", so ecologically efficient diets 

encourage less and less meat eating. Meat ranks high on the food chain 

(Selby and Phillips 1991). There are global and personal reasons why people 

make dietetic changes and many are unrelated to health. Some of the 

stringent dieters in the clinics are very healthy while others are quite ill. 

Alice H. (age 88, a former librarian) Yes, I'm on a restricted diet, low cholesterol 
and low sodium. I put myself on it Fm careful. I do my own cooking. I can control it. 
<what kinds of things have you cut out?> Well, never any pork. I'm on fish and fowl, fowl 
and fish, fish and fowl but I don't mind at all. 

Marianne T.W. (FNP-C) Well, as you know, I eat very little meat I fix some for 
the kids and Witt but I really don't think we should eat that much meat It is very 
expensive to get for the whole family (5 adults). 

Christine C (Photographer). My body has become allergic to meats. I think even a 
bit will make this dlandida spring up. I can only have a few kinds of food and those meats 
and cheeses are not on the OK list 
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Dairy products are also on the list of foods to use sparingly. Americans 

drink less whole milk and cream than our grandparents did in 1910 but low 

fat milk is more popular than ever. A general decrease in milk consumption 

began about twenty years ago. This correlates both with a changing 

demographic pattem (fewer children), as well as the rapid rise of the soft 

drink market. Soda is inexpensive, has a long shelf life and lends itself to 

marketing schemes better than milk. Milk, in other forms (yogurt, ice cream 

and cheese) is selling quite well, however. Cheese consumption rose from 4.9 

pounds per person in 1910 to 20.7 pounds in 1976. Mozzarella, the pizza 

cheese, is the number one seller. Ice cream (10% butterfat minimum) and ice 

milk (2 to 10%) are good sellers as well. Ice milk is used in a soft form for 

shakes at places like Dairy Queen and Mr. Softee. Americans, nevertheless, 

are eating more premium ice creams which have the highest fat content 

(Brewster and Jacobson 1978). We drink the low fat milk and eat high fat ice 

cream! 

Nineteen fifty seven was a landmark year as it was the first year that 

Americans purchased more margarine than butter. In that year, people chose 

margarine because it was less expensive than butter. Most people now buy 

margarine for health, not economic, reasons. Both butter and margarine, 

however, are required to have an 80% fat content. While butter contains only 

salt and coloring added to milk and cream, margarine is a blend of fats and 

oils with milk solids, salt, flavoring and vitamins A and D. With the 

marketing of low fat foods, light margarine (60%) is available (Brewster and 

Jacobson 1978). 
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The butter and margarine health debate is certainly not settled, 

however. Recent articles about the type of fats contained in these spreads 

have shifted the debate into a chemical realm. In response to nutritional 

criticism about the saturated fat content in the American diet, food 

manufacturers changed from palm and coconut oil to partially hydrogenated 

vegetable oils made from com and soy. In later studies, these same oils were 

shown to cause heart disease. Edward Emken, a specialist for the United 

States Department of Agriculture ,(USDA), says "It's a nightmare, really a 

nasty thing when you try to explain it. There is total confusion for 

consumers." (Burros 1992). The suspect ingredients are produced when 

vegetable oils are converted to products that are solid or semisolid at room 

temperature. This process produced transfatty acids. Studies about these acids 

have shown conflicting results, both lowering and raising serum cholesterol 

levels. In 1990, the New England Journal of Medicine published a study 

which showed that these transfatty acids lowered the 'good' cholesterol while 

raising the 'bad'. The USDA conducted a study for the Institute of Shortening 

and Edible Oils and the results confirm the earlier Dutch fmdings. The 

Nurses Health Study, which followed the dietary habits of 85,000 nurses for 

eight years, showed there was an increase in the risk of heart disease in those 

with the highest intake of transfatty acids. Margarine, cookies, crackers and 

bakery products are major sources of these transisomers. Researchers quickly 

said that these fmdings were not an excuse for people to buy butter but the 

findings do suggest that partially hydrogenated oils in margarine are no 

nutritional improvement over butter. These fmdings have caused quite a bit of 

confusion among consumers and providers. 
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Salt 

Salt has always been a highly valued preservative and seasoning. The 

Roman soldiers were paid in salt (sal) and the word has come down to us as 

salary. In contemporary culture, salt is both cheap and available. It has 

become another culprit, however, in the "dangerous" American diet. The 

National Academy of Sciences advises a maximum daily limit of 2,400 

milligrams (one teaspoon). However, it is estimated that we consume from 4 

to 6 Grams per day in processed foods. The general public seems to believe 

that a relationship between salt and hypertension exists but no studies have 

ever proved that salt causes high blood pressure (Fletcher 1992). In reality, 

the reason for most hypertension is unknown. 

In 1988, the Intersalt Study, was conducted with 10,079 people who 

lived in 52 different locations (including such dissimilar places as Chicago 

and Zimbabwe). The researchers found a weak link between sodium intake 

and blood pressure for the vast majority. In this study, salt intakes ranged 

from 6 to 15 Grams per day. Some people are sensitive to sodium and retain 

fluid more than others but it is estimated that 12.5% of U.S. hypertensives are 

in this category. However, 25% of normotensive Americans are thought to 

retain salt as well! Certainly, the connection between salt and blood pressure 

is unclear. Despite this, the United States Surgeon General, the E)epartment of 

Health and Human Services and the American Heart Association 

recommended universal decreases in intake (Heller 1991). This reasoning 

stems from a public health perspective. When a health problem affects a 

sizable percent of the population, a public solution is attempted. Since 

medical science has no way to predict precisely which individual may be salt 
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sensitive, everyone is targeted to decrease their intake (Jacobson 1983). 

Toward this end, the Center for Science in the Public Interest (CSPI) 

petitioned the FDA to change their processed food labeling requirements. 

CSPI wanted all food labels to list the amount of sodium in each serving as 

well as to set limits on the amount of sodium that could be used in processed 

foods. The request was denied and CSPI sued the FDA. Although the case 

was lost, food labels currently list the sodium content. 

Sugar generally means the sucrose arising from sugar cane. Used initially as 

a healing medication, sugar was recommended in the early Arabic 

pharmacology texts to be used in preparations for coughs and various other 

ailments. By the sixteenth century, the medical use of sugar had become 

widely used in Europe. Before 1750, sugar was included only in the diets of 

the rich. After 1850, however, sugar became cheap, available, and a daily 

commodity for the working poor (Mintz 1985). By 1900, sugar filled one 

sixth of the daily caloric intake for the poor. These calories bridged the 

energy gap for women and children more often that men. Males were seen to 

need and were given more high protein foods (ibid: 148). As sugar became 

less refmed and more common, the wealthy began to lessen their sugar 

consumption. 

When I was growing up, sugar was a" quick energy food." This 

probably reflects its former medicinal value. Sugar is now called "empty 

calories" and marketers tout no sugar or sugar-free products as healthy. In 

daily patient discourse, sugar is negatively associated with salt and 

cholesterol in statements about good diets. Televised advertisements about 

cereals convey a sense of horror by using the the words added sugar. 
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People with diabetes have a different and more dangerous view of 

sugar. Sugar is to be avoided at all costs. This means table sugar and alcohol 

but never seems to include fructose. Patients are astounded when I mention 

that fruits have sugar. Fruits, which are seen as natural and healthy "just can't 

be bad for me." (field notes from several clients and informants). My diabetic 

clients all want "sweets without sin" so many use sugar substitutes. These 

products are so much sweeter than table sugar which makes them a marketing 

delight since nearly all manunalian groups like sweetness. Non-diabetics rely 

on aspartame in diet colas and deserts to decrease calories. Sugar has gone 

from a healer to a slayer within one century! 

Good Foods:Morallv and Scientifically in Fashion 

Monounsaturated fats are thought to lower blood cholesterol and are 

found in vegetable oils such as olive, canola and peanut. After being in 

disrepute, olive oil has become a savior. This is not surprising because olives, 

in the Mediterranean world of antiquity, indicated hope, peace and plenty. 

Nutritional values of any foods, once they have become symbolic, may be 

secondary (Farb and Amelagos 1980).0live oil has been "reinstated" to the 

"good oil" group after research studies correlated the low rate of heart disease 

in Mediterranean people with a high consumption of olive oil. There are 

many other points of difference between these peoples and Americans but all 

the emphasis is directed at a single dietary difference. 

Polvunsaturated fats are thought to lower cholesterol as well. These 

oils come from vegetable oils like safflower, corn, sesame and soybean. Both 

mono and polyunsaturated oils remain liquid at room temperature. 
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Poultry fTurkev and Chicken) Americans eat a great deal more poultry 

now than in the early part of the century. In 1910 we ate 18.0 pounds per 

person but by 1976, we ate 52.9 pounds. Of the total consumed, 80% is 

chicken and 17% is turkey. The purchase of both ducks and geese has 

declined (Brewster and Jacobson 1978). For many health conscious people, 

lean ground turkey (97% fat free) has replaced ground beef. 

Rber is touted in all health literature as a method of lowering serum 

cholesterol and decreasing the incidence of some forms of cancer. Dietary 

fiber, long chains of branched carbohydrates, is the indigestible part of plant 

food. It makes up the skeletal backbone of the roots, stalks and stems. 

Humans lack enzymes to digest these but bacteria in the large intestine can 

digest only small amounts so fiber passes through the intestine without much 

change. There are two types of fiber, soluble and insoluble. Pectin, gums, 

mucilages and algal polysaccharides are soluble. They soak up water and are 

responsible for the gummy quality of oat bran and the interior of some beans. 

Apples, oranges, apricots, carrots and barley are high in soluble fiber, as well. 

Insoluble fibers such as cellulose, hemicellulose and lignin, give plants a 

tough chewy feel. Popcorn, wheat bran, apple skins, nuts, cauliflower, green 

beans and potato skins are examples of insoluble fiber (Denny 1994). 

When I began work at the Wellness Clinics, a new book. The Eight 

Week Cholesterol Cure bv Robert Kowalski (1987) was on the best seller list. 

Oat bran was the newest "cure for cholesterol." Many of the clients in the 

Green Valley clinics bought this book despite the fact that the local library 

owned multiple copies. Kowalski extolled the benefits of oat bran as an easy 

and effective way to reduce serum cholesterol. We (the nurse practitioners) 
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made copies of Kowalski^s basic oat bran muffin recipe and used this as an 

important part of our patient education packet about cholesterol. About a year 

later, new research about oat bran was released. This research seemed to 

show that oat bran was no better at reducing cholesterol than any other source 

of fiber. It was theorized that it probably worked because the people were 

using oat bran as a substitute for high fat sources of nutrients (Swain 1990). 

In 1992 a survey of 10 previous oat bran studies was released in a major 

report by the American Medical Association in JAMA. This research revised 

the worth of oat bran. It restated that assistance of oat bran in lowering serum 

cholesterol. However, serum levels dropped only two to three percent in the 

1,278 adults studied. The greatest reductions occurred in those with the 

highest initial serum cholesterol. Cynthia Ripson and Dr. Joseph Keenan of 

the University of Minnesota reviewed the data which was financed in part by 

the Quaker Oats company. The study found that some people must eat three 

Grams of soluble fiber to get the maximum benefit (11/3 cups of ready to eat 

oat bran cereal or three packets of oatmeal equals three Grams). This was bad 

news for those who wanted a tastier way to consume the bran (Time 1992). 

Store-bought oat bran muffins, a fad food at the height of the bran craze, did 

not lower cholesterol because egg yolks and fat were added to most recipes. 

Bran products, however, especially muffins and cereals, still sell briskly at 

the Price Club in Tucson and in every market in Green Valley. 

Red Wine has become one of the few bright spots in an era of 

increasing dietary restrictions. Red wine was noted to be a common item in 

the diet of Italians, French, Portuguese and Spanish peoples. All these 

European people have a relatively low rate of coronary heart disease. My 
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patients at Voyager and in Green Valley were euphoric about this news. They 

said "Everything good to eat has been taken away from us because of that 

damned cholesterol. It's about time we can have something good." and 

"Well, if the red wine doesn't work, at least, it will make us forget that we are 

eating grits and groats." (field notes. Green Valley). 

Fish and Shellfish have enjoyed a modest surge in popularity. Over the 

past 65 years, Americans have eaten between 10 and 12 pounds per person 

aimually but the recent increase in consumption probably due to the fast food 

industry (Brewster and Jacobson 1978). Long John Silvers and Red Lobster 

are national chains which have local Tucson outlets. Red Lobster offers 

senior luncheon specials which are very popular with the "snowbird" crowd. 

McDonald's includes a fried fish sandwich on their menu as does Kentucky 

Fried Chicken. 

Early research implicated shrimp as a "bad food" which elevated blood 

cholesterol. Revisionist nutrition articles rescinded this information. Now 

shrimp is actually recommended for those on a low fat, low cholesterol diet! 

Flour and Cereal use goes down each decade. Americans eat one half 

as much cereal and flour as our grandparents did in 1910. Our range of grains 

is becoming narrower, as well. Rye, barley, buckwheat and com meal 

consumption has decreased every decade since 1910- Rice purchases, 

however, have remained unchanged. Most of the cholesterol lowering diets 

suggest more cereals and whole grain breads as sources of added fiber. 

Fruit consumption has increased In the United States since the early 

part of the century. Most fruit, however, is eaten canned, dried, chilled and 

frozen (juices) rather than fresh. Fresh fruit and vegetable prices increased 
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by 60% in 1950 to 1966 while the price of processed fruits and vegetables 

increased only 35% (Brewster and Jacobson 1978). After World War II, the 

introduction of frozen fruit juice has had a tremendous impact on fruit sales 

and consumption. Americans drank 44 times as much frozen citrus juice in 

1952 (42 four ounce servings) as they did in 1948 (less than 1 four ounce 

serving). 
A Universal Preventive Diet: The Good Foods') 

Low Saturated Fat. Low Cholesterol. Low Sugar, 
No Caffeine. Low Salt, and High Fiber 

One would have to be deaf, illiterate or marooned on a remote island to 

avoid hearing, seeing or reading about healthy diets. Each magazine or news 

article begins with the following: The typical American diet is now high in 

saturated fats, cholesterol, salt and sugar but is low in fiber (Cooper 1991). 

Dietetic research papers, popular journals and magazines report that 

Americans consume 40% of their total caloric intake from fat. The American 

Heart Association's Prudent Diet recommends that we decrease fat intake to 

"the magic" 30%. In 1860, fat contributed 25% of the calories consumed. 

This rose in 1910, to 32%, peaking in 1975 with 40%. Everyone (fat, thin, 

old, young, sick or well) is advised to eat less than 3(X) milligrams of 

cholesterol a day. If you pay attention to the rhetoric, which seems impossible 

to ignore, our contemporary diet seems to be the single greatest threat to 

American health. However, we can all be saved and disease can be reversed 

by low fat diets, discipline and bran. 

Current moral discussions about food as savior, food as killer can be 

traced to individuals in the last century like John Kellogg (Schwartz 1986, 
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Stacey 1994). Kellogg was a physician and Seventh Day Adventist who 

became a follower of Sylvester Graham, one of the nutritional gurus of his 

day. Graham, a strict vegetarian, viewed gluttony as the greatest evil of the 

modem era. Kellogg, (after taking control of the Western Health Reform 

Institute in Battle Creek, Michigan), began to evangelize about "natural" 

foods. Kellogg preached and recommended that Americans avoid meat, eat 

less protein, use fewer vegetable oils, avoid all stimulants and use sugar 

sparingly if at all. More fiber, more exercise and n^ore body discipline were 

needed by Americans who had gone soft. This dietetic and lifestyle regime 

sounds familiar, doesn't it?. 

However, it was another nutritional guru, Wilbur Olin Atwater, who 

forever changed the way we look at food. He introduced the term calorie is to 

our discourse about diet (Stacey 1994). Like the current restrictive diet 

program of Dean Ornish, Atwater, too, was a man with a mission. His 

mandates reflected most our current ideas about food including the moral 

superiority of vegetarians, and food as fuel (Schwartz 1986). The latter 

contributes to the wave of liquid nutritional products like Sustacal, Instant 

Breakfast and, better yet. Slim Fast. 

Certain foods have always been regarded as a type of preventive 

medicine. These foods have been and are touted as actual life expanders or 

longevity foods (Stacey 1994). This "life extension bv diet" theory is poorly 

researched but its market is expanding rapidly. Demographic change in 

industrialized countries cause a shift in the number of older adults. As a 

result, there are more elderly people.who are looking for something magical 

15 a calorie is the measure of energy (heat) which is obtained from food. 
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to eat or an elixir to drink which will prolong youth, vigor and life. Certain 

areas in the world (The Caucasus Mountains and the Andes) are reported as 

being conducive to longevity. Although inhabitants of the Caucasus have a 

diet rich in cultured milk and fruits, they eat a rather low caloric diet. Both 

groups consume little meat as mountainous regions provide little area for 

cattle pastures. The Andean and Caucasian natives are hard working and are 

physically active well into their nineties. They walk everywhere as this is 

their basic transportation, not a form of exercise. Differences between the 

daily lives of these people and middle class Americans are economic, social 

and cultural. There is certainly more than diet in these comparisons. 

Similar differences exist in populations living in the United States. 

When I worked in Chinle, Arizona the elderly Navajo residents of the Chinle 

Extended Care Facility, had minimal symptomatic cardiac disease. Their 

'traditional" diet is less than two centuries old and consisted primarily of 

mutton stew. If this stew had no visible fat, it was not deemed edible by the 

residents ! Fried bread was commonly eaten along with the stew. Non-

institutionalized daily fare consisted of few vegetables, almost no fruit, large 

amounts of salt and endless cups of strong black coffee. Some elderly 

residents stayed at the facility during the winter since at age ninety, they had 

difficulty hauling wood and water in the snow! These winter visitors returned 

to their camps in the spring when conditions were less harsh. Few of these 

residents had hypertension, diabetes or diagnosed coronary disease. In fact, 

Navajos are regarded as "exceptions" in the nutritional debates about diet and 

disease. Although they are rare, autopsy studies reveal a low rate of ischemic 

heart disease despite the above mentioned diet (Kunitz, 1989). 
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Nutritional Politics 

Why is nutritional research so problematic ? Reason include: cautious 

and ambivalent government agencies, restrictive funding for pure research, 

food industry lobbies, methodological problems with dietary studies of free 

living humans, the reactive and superficial reporting of nutritional issues in 

the media and the lack of nutrition education in medical and nursing schools. 

The United States Department of Agriculture (USDA) promoted the Basic 

Four Food Groups in 1956 to encourage us to eat meat, dairy, breads, fruits 

and vegetables every day. In 1979, the Basic Four became the Basic Five. 

This list suggested certain foods that were to be eaten in moderation. In 

conjunction with the U. S. Department of Health and Human Services, the 

latest revision is a 1990 "Dietary Guidelines for Americans." The 28 page 

pamphlet states that we should eat a variety of foods in moderation. 

Vegetarians, followers of the Ornish and Pritikin diets and others became 

outraged by industry interventions in recommendations. Industrial and 

agricultural influence is not surprising, however, since the USDA often has 

and had contradictory and conflicting aims. One USDA mandate is to 

promote public health with a safe food supply and another is to promote US 

agricultural products (Ireland 1992). The American government subsidizes 

sugar, beef and dairy with various price support programs. 

Since there is a lack of scientific consensus about the relationship 

between diet and health, ambivalent, conflicting and confusing messages are 

given to the public. Due to the nature of scientific inquiry, most nutritional 

research is reductionist. Studies look for an isolated factor within a 

complicated diet. For example, if broccoli contains Beta Carotene, can we 
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make it into a pill? This results from scientific views about food as a series of 

discrete chemicals rather than a complex interaction between humans and 

plants. As well, epidemiological studies are difficult because nutritional 

research is complex and time consuming. Dietary studies have difficulties in 

equating discourse, knowledge and behaviors. What do people say they eat? 

What are the subjects really eating? Do you ask them? Do you control what 

they eat? There are well recorded compliance problems with non-standard 

diets. How long does a diet have to be maintained in order to see changes? 

Diet-research funding is poor since money flows toward other kinds of 

medical research that is glamorous, high tech and pharmacologic. In 1985, 

Dean Ornish tried to get funding for a study that would explore whether 

cardiovascular disease could be reversed without surgery or drugs. The 

American Heart Association (AHA) and the National Institutes of Health 

(NIH) were skeptical. However, a Houston real estate developer and 

corporate sponsors funded the original study. Now, both Ornish and his 

program are famous. After getting National recognition, Ornish was awarded 

grant money from The National Heart, Lung and Blood Institute of the NIH 

The non-profit Center for Science in the Public Interest, directed by Dr. 

Michael Jacobson, identifies foods that affect human health. Their $4 million 

annual budget comes from charitable donations, foundation grants and 

240,000 subscribers to the Nutrition Action Health letter. Jacobson earned a 

doctorate in molecular biology from Massachusetts Institute of Technology. 

He and two friends came to Washington in 1971 and started The Center for 

Science in the Public Interest with a borrowed chair and a few thousand 

dollars. The list of credits among the forty staff members includes: 
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1) Being a key force in pushing through the Nutritional Labeling and 

Education Act of 1990. 

2) CSPI halted more than a dozen campaigns from McDonald's and 

Kellogg's that were described as deceptive. 

3) CSPI became the first consumer advocate to receive the Esther 

Peterson Consumer Service Award from the Food Marketing Institute. 

4) CSPI published Safe Food: Eating Wisely in a Risky World and The 

Fast Food Guide. 

5) CSPI reported on the fat content of movie popcom (showing that a 

typical small bag of popcom, seven cups without liquid butter flavor, 

contained almost 20 grams of saturated fat). This amount is nearly an entire 

day's recommended allowance of the "artery clogging stuff that causes heart 

disease."( Arizona Daily Star, May 20,1994) Almost 70% of the theaters 

currently pop their popcom in coconut oil. Restaurants, fast-food chains, T.V. 

Networks, advertisers and the big entertainment companies that own most of 

American's 14,000 movies screens charged that the study was flawed. 

Cineplex Odeon Corporation debunked the study as "kerfuffle." (ibid). 

Pyramids of Healthy Eating 

The revised Food Pyramid is a wonderful example of nutritional 

politics in action. The use of visual aids as guides to healthy eating has a long 

history in the United States. In the 1940s, I grew up with food pyramids in 

every classroom without realizing the political implications about these 

guides. The size of the various portions of the pyramid represent relative 

amounts that "should be consumed in a healthy American diet.". 

The New and Revised Food Guide Pyramid (USDA) 
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The USDA has been promoting this diet since 1990. However, the 

revised pyramid looks like an updated version of the old four food groups we 

have seen since the fifties. The new chart reorganizes edibles into Ave groups 

which illustrate the "latest in nutritional correctness". Originally scheduled 

for release in 1991 as an educational tool, publication was held up when meat 

and dairy lobbies argued that it put a bad light on their products. 

Development of the pyramid had already cost $100,000 and it took another 

year and $855,000 of research to make sure that consumers understood that 

food should not be seen as good or evil (Time, May 11,1992). 

The Mediterranean Diet Food Pyramid 

There has been a nostalgic search for healthful practices and diets. One 

of the longest and most thoroughly studied dietary pattern is the so-called 

Mediterranean Diet. Archaeological evidence of food debris and food related 

artifacts have been available from Prehistoric, Neolithic and Bronze Age sites 

around the Mediterranean Basin. Modem research began after the Second 

World War when the government of Greece asked the Rockefeller 

Foundation to study the dietary intake of Crete in order to increase its 

standard of living. This model, the Cretian diet, was thought to be 

substandard in protein. Interest increased after research was done by Ancel 

Keys in the 1950's. Keys initiated a series of investigations of dietary and 

coronary risk factors with colleagues from other areas (The Seven Countries 

Study). Keys was impressed with the Neapolitan diet, one of the poorest 

regions in Italy. Research data confirmed that this diet, (in the early 1960's), 

was based primarily on plant foods. Some versions, however, were higher in 
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oil than might be expected in a population with such good health. Relatively 

high fat diets did not seem to affect the health of these people (Nestle 1995). 

An additional study conducted by the European Atomic Energy 

Commission (EURATOM) from 1%3 to 1%5, tried to identify commonly 

consumed foods that were most likely to be sources of radioactive 

contaminants. This research located dietary differences within countries. Of 

the Italian areas studied. Northern Italy used more butter and margarine while 

Southern Italy used only olive oil (Nestle 1995). Like other studies, the 

socioeconomic differences between the rich Italian north and the poor south 

were never addressed. Despite these shortcomings. Harvard, The World 

Health Organization and Oldways Preservation and Bcchange Trust have 

touted the Mediterranean diet as a panacea for preventing chronic disease. 

Although the Mediterranean diet is based on former eating habits of poorly 

nourished peoples within the Mediterranean Basin, Oldways and the Trust 

hope that the USDA adopts their pyramid in place of the USDA revised 

pyramid. The USDA groups fats, oils and sweets together as food to use 

sparingly and recommends more animal products than the Mediterranean 

Pyramid. Since dietary reconmiendations from the USDA affect school lunch 

programs, food labeling guidelines and the way products are marketed and 

consumed, there are economic incentives in each scheme. Although, it is 

generally recognized that Americans are eating less fat, they are still gaining 

weight. The peoples of the Mediterranean are beginning to catch up to us in 

their consumption of animal fats so this diet represents the way people used 

to eat. The food was minimally processed, seasonally fresh and locally 

grown. Greek people didn't eat much red meat but ate more fish and chicken. 
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They used yogurt, cheese, fruits and vegetables, grains, and olive oil. "This 

diet is low in saturated fat but not in total fat,",said Greg Drescher, director 

and program chairman of Oldways, a Boston Based group dedicated to 

preserving healthy environmentally sound food traditions around the world 

(Arizona Daily Star, June 1,1994). Drescher feels that the American public 

believes that fat, per se, leads to heart disease. He points to the 1989 National 

Academy of Science Diet and Health Report, on which the current USDA 

pyramid is based. There has never been research to suggest that oils like 

olive, canola and fish are anything but protective in terms of heart disease and 

cancer. Dr. Walter Willett, chair of the department of Nutrition at the Harvard 

School of Public Health, says most report fmdings have been oversimplified 

to the point that most Americans consider all fat to be evil (ibid). Not only 

this regional diet, but other ethnic diets will prove to be just as healthy. 

Willett feels that all ethnic diets will share a similar ratio between plant and 

animal foods that differs significantly from the USDA ratio. Neal Flieger, 

USDA deputy administrator for government affairs and public information, 

said that the government revises it's recommendations every five years based 

on the best available information. The next revision is due in 1995. 

The Emergence of Other Ethnic Diets 

Is the diet of any and every poor peasant healthier than our diet? Is 

everyone in the Third World better off nutritionally? At Pio Decimo, a 

Mexican-American low income center associated with Catholic Charities, 

these clients are advised to revise their traditional diets which are deemed full 

of fat, high caloric and disease producing. Tortillas fried in lard, re-fried 

beans with lard, whole milk cheese and liberal spice-use need modification. 
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Therefore, the diabetic education department of St. Mary's offers cooking 

classes. Elderly female clients are taught how to make low fat green com 

tamales, chile rillenos and re-fried beans. Nothing is fried, everything is 

baked. However, these older women who cook for children and grandchildren 

are told by the family " It doesn't taste the same; It's not good; It's not what 

you used to make; I don't like it." Many of these people have adult onset 

diabetes, are obese, are poor, have no insurance,use ACCCHS or are not even 

citizens, they are seen as high users of the system. Therefore, they need 

intense modification. They are the "other" in Tucson. 

The Rural Chinese Diet 

In 1991, an international study, directed by Colin Campbell of Cornell, 

found that the traditional Chinese diet is among the world's best for 

preventing heart disease and some cancers. The majority of these rural people 

still eat a traditional diet which consists primarily of fruits, grains and 

vegetables. The use of meat and dairy is minimal and peanut oil, low in 

saturated fat, is used in cooking. Heart disease rates are one seventeenth that 

of American males. Colon and breast cancer rates are half that of the United 

States. Americans, however, have a greater life expectancy than the Chinese 

who continue to suffer and die from respiratory tract infections (Wellness 

Letter 1993 d). 

The Pacific Rim (New Hawaiian) Diet 

This food plan is a conglomeration of traditional diets from many 

countries, including China, Japan, Indonesia, Australia and Hawaii. Oldways 

Preservation and Trust and the olive oil industry sponsored an international 

nutritional conference to showcase this particular diet. The diet also relies 
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heavily on fruits, grains, and vegetables but focuses on beans, lentils and rice. 

Fish and tropical fruits are added and spicing reflects Indonesian tastes. This 

diet is categorized as a semi-vegetarian (Wellness Letter 1993 d). 

The Commodification of Health through Foods and Diets 

"Capitalism is a social system in which social institutions, their 
development and the social identity and role of the individual are subordinated to 
the largely autonomous process of capital accumulation, generally, but not always 
in the context of the private ownership of that capital" (Kelman,I975) 

What all these "healthy" nostalgic diets seem to have in common is 

"freshness, minimal processing, and lowered meat intake". Diet, certainly, is 

not the only difference between any of these cultures and the United States. 

What and who drives this discourse on diet? Current market ideas about 

normative consumer demand does not address either the social or historical 

contexts in which this consumer demand is generated. Instead, it relates 

discussion to multidimensional, metaphysical and utility functions. 

A 1992 survey was conducted by Kraft, the American Dietetic 

Association and the Good Housekeeping Institute to determine what 

obstacles prevented consumers from following a balanced and healthy diet. 

The fmding revealed that 36% of the the respondents belonged to the "Don't 

bother me" group who don't consider diet and nutrition to be an issue. 

Furthermore, 45% of all respondents were satisfied with their current diet. 

Seventeen percent said that regulating a diet is important only for people who 

have health risks (Cutler 1992). In 1990, another group, NPD, a Chicago-

based market research firm, found that people most concerned about 
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cholesterol and fat were still devouring high fat foods like regular cheese, hot 

dogs, gravy, eggs and mayonnaise. The respondents in the NPD study named 

four evaluative criteria: taste, price, convenience and health (in that order) to 

evaluate before making changes in their diet. 

Most older people get their information about nutrition from the 

newspaper (80% as compared to the 21.8% that get advice from nutritionists 

and dietitians) (Ireland 1992). Therefore, I read the weekly health column, the 

Diet and More section, and the Contemporary section on health as well as the 

health reports from the Arizona Daily Star. I subscribe to the Berkeley 

Wellness Letter and Prevention magazine as well. Since I am "interested in 

diets", friends, clients and co-workers save me "juicy tidbits about diets and 

foods.".There is an amazing amount of contradictory information out there 

and many of my informants have no idea what a "good" diet means. In 

addition, many Americans eat one or more meals away from home and have 

"lost control" in the nutrition arena. 

Restaurants and "Healthv Diets" 

"You don't have to be a victim of whatever a restaurant has to offer" 

says Dr. Michael Jacobson, head of the Center for Science in the Public 

Interest (CSPI) ( Arizona Daily Star, May 20,1994). Many local restaurants 

in Tucson and Green Valley, particularly those that cater to retirees and 

seniors, have certainly heard that message. Some promote a "Heart Healthy 

Diet" which is identified by a small red heart next to the selection. Denny's, 

Furr's Cafeteria, The Village Inn and The Arizona Family Restaurant serve 

egg beaters, bacon and ham made from turkey, salad dressing on the side, no 

cholesterol margarines, non-dairy creamers, and products using artificial 
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sweeteners. There is a type of magical thinking about diets (Malinowski 

1954). If a single food becomes taboo, and subsequently it is avoided, you 

will stay or become perfectly healthy. 

Fast Food Marketing 

In 1991, McDonald's introduced a 91% fat free *McLean Deluxe 

(trademark) Sandwich. This was the first fast food low fat hamburger. It 

contained 9 grams of fat as compared to 20 grams in the Quarter Pounder 

(Lempert 1991). The chain also added salads, reduced-caloric salad dressings 

and french fries cooked in vegetable oil. Other fast food chains also advertise 

food cooked in "100% vegetable oil" or "100% cholesterol free vegetable 

oil". These advertisements are prominently displayed. However, consumers 

might be surprised to learn that the foods were deep fried in hydrogenated 

vegetable shortening (see revisionist nutrition section). Hydrogenated fats are 

frequently used in commercially produced foods because they are cheap and 

have a long shelf life (Elston 1994). Elston's letter was referred to the fast 

food restaurants mentioned (McDonald's, Burger King, Wendy's and Church 

Fried Chicken). The Journal received the following from the Institute of 

Shortening and Edible Oils. 

"The fast food industry has acted responsibly by switching from animal fat 
and animal fat-vegetable oil blends to partially hydrogenated vegetable oils. 
Although recent studies indicate that trans fatty acids raise plasma cholesterol 
levels, there are many unresolved issues that need to be addressed before changes 
should be advocated in the U.S. diet with respect to hydrogenated fats. There are 
questions about whether there is an independent cholesterol-lowering effect of 
oleic acid, the potential cholesterol-neut^ effect of trans fatty acid, mechanisms of 
action of trans isomers, and conflicting research results. 

The idea that hydrogenated fats have contributed to an epidemic of 
cardiovascular disease is unsupported by scientific evidence. In fact, from 1940 to 
1990, when hydrogenation in food was most common, the age-adjusted mortality 
rate for heart disease in the United States dropped over 53%. 
Institute of Shortening and Edible Oils, (Reeves 1994). 
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In response to the discourse about the evils of fast food, national chains 

reduced the fat content in milk shakes, the Big Mac, McChicken and Filet-0-

Fish sauces by 50%. The sodium content of many items was reduced as well. 

One percent fat milk is now available throughout the McDonald chain as is 

99.5% fat free frozen yogurt (McDonald's 1991). In 1993, however, 

McDonald's dropped the McLean because it was 'Hinpopular with 

customers." 

R. David Thomas opened the first Wendy's Old Fashioned Hamburger 

Restaurant in 1969. He was the first to offer a light menu but "the people who 

ordered light also ordered our Frosty milk shake" said Thomas (Lempert 

1992). Wendy's is currently number three among the fast-food giants with 

3,900 restaurants and annual sales of over $3 Billion. 

In response to sales pressures and competition, these same fast food 

giants are paying renewed attention to their original customers. After going 

light and lean, the fast food industry currently serves more generous portions 

of traditional favorites (bigger hamburgers and pizza and different kinds of 

fries).Wendy's Lean Burger *(Trademark) never made it past the taste tester 

and now Wendy's offers a Big Bacon Classic which has extra beef along with 

the bacon. After Burger King saw it's Weight Watcher's line of meals fail, 

the chain began to serve a larger fried fish sandwich. Kentucky Fried Chicken 

had a disastrous economic failure with its skin-free chicken. KFC's Popcorn 

Chicken 2*(Trademark for a high fat, high cholesterol, breaded dark meat 

appetizer) is, however, a good seller. 

Each of these fast food chains is capitalizing on a backlash against 

diets plans that take pounds off but rarely keep them off. Mixed and 
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impossible messages, consume and be thin, confuse customers so "what the 

hell". Although salads remain on the menus of most fast-food chains, the 

illusion that people who count calories would frequent these places has been 

lost (Woodbury 1993). Steve Provost, Vice President Kentucky Fried 

Chicken says "People just don't go to a fast food restaurant if they are 

looking for a guiltless meal." 

Supermarkets and healthy food marketing 

Not so long ago, if people were interested in health foods, they had to 

go to special stores. This concept has changed. Grocery stores and chains are 

stocking many products with reduced sugar, fat, salt and calories. The biggest 

demand by consumers is for low fat products (Lempert 1992). Martin 

Friedman, of New Product News reported that in 1991, there were 1,198 low-

fat or fat-free products introduced to the American supermarket. This 

represents about 10% of all new food products. In the first six months of 

1992,712 low-fat or fat-free products came on the market. One of the most 

aggressive health food companies is ConAgra (Lempert 1992). After the 

former C.E.O., Mike Harper, had a heart attack in 1985, he brought the idea 

of healthful foods back to the company. In 1989, Healthy Choice was bom 

with six frozen entrees. Now the line includes over 240 items including 

cheeses, soups, frozen deserts, cold cuts and hot dogs. The ConAgra family 

of companies, Hunt-Wesson, Beatrice, Armour Swift-Ekrich and others, are 

all developing products for the Healthy Choice Line These products must 

taste good and meet the National Cholesterol Education Program's general 

guidelines for daily dietary intake: low in sodium; less than 30% of calories 

from total fat and 10% from saturated fat; less than 300 milligrams of 
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cholesterol. Next, is a line of frozen meals created specifically for people at 

high risk for heart disease. These are called Life Choice Special Nutrition, 

and have been developed according to the reconunendations of Dr. Dean 

Ornish. These meals, with less than 10% of their calories from fat, are 

meatless. They are made from vegetables, grains and legumes. 

Proctor and Gamble (Chief Executive Officer Edwin Artzt) sees their 

future as part of a plan to encourage consumers to eat healthier diets as well 

as creating "therapeutic foods" that will enable people to eat similar but 

"healthier"products (Lempert 1991). For example, Folger's decaifeinated 

coffee was marketed for older people who were told they could not and 

should not have caffeine. P. & G. products often have added calcium to cater 

to the older female market who are lactose intolerant but are afraid of having 

osteoporosis. Proctor and Gamble have also marketed a "healthier fat" called 

Olestra. 

Gerber C.E.O. A1 Piergallini recognized that there was consumer 

demand for a wider variety of more nutritious and more convenient baby 

foods. In 1991, a twenty three item line was introduced to meet the nutritional 

needs of 12 to 30 month old children. These baby foods have more protein, 

iron and calcium, and lower levels of salt and sugar (Lempert 1992). 

Fat Substitutes We are beginning to see these "products of the 

nutritional future" in local supermarkets. These are popular food products 

which substitute fats with other chemicals. Simplesse, a new fat substitute, is 

produced from whey. As well, there are a variety of carbohydrate based 

compounds which use maltodextrin and polydextrose to trap water. This 

process creates a more moist texture in the substitute products. One of the 
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newest of the carbohydrate compounds is Oatrim orTrimChoice. It is made 

from oat flour and contains soluble fiber. Developed by the USDA. in 1993, 

Oatrim has been licensed to Quaker and ConAgra and is already being used 

in several of ConAgra's Healthy Choice products. One gram of Oatrim 

contains only one calorie (Wellness Letter 1994 d). 

Tetrahydrolipstatin (Orlistat), developed by Hoffman-LaRoche, is 

touted to be the miracle anti-fat pill of the nineties. Taken three times a day, it 

prevents a portion of dietary fat from entering the blood stream by blocking a 

pair of key enzymes( lipases) in the gastrointestinal tract. The drug is 

considered to be about 30% effective. The preliminary study, of 100 

Americans, showed an average loss of 11 pounds over three months, twice as 

much as a control group. A two year trial of 400 subjects in the United States 

and Europe began in 1993 (Elmer-Dewitt 1993). 

Designer Eggs 

A large egg in a shell contains 215 milligrams of cholesterol but the 

amount of total fat is less than five Grams. Only two of these fat Grams are 

saturated. A great deal of research funding has gone into remaking the egg 

into a desirable product. Egg-lands Best Eggs are marketed with "Now you 

can eat eggs again." The Egg-lands company paid for a study in which 

everyone ate a low fat diet (24% fat) but half the participants ate a dozen 

Egg-land's Best Eggs per week for a month. Not surprisingly, the cholesterol 

levels of those participants who ate eggs was only slightly higher. Tollefson 

Farm's Nutri-Eggs used a poultry feeding program which included 79% more 

polyunsaturated fat than the USDA. Standard. This means that there are 0.5 

grams more polyunsaturated fats in each egg but the yolk still has 5 grams of 
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fat. Good News Eggs tout higher Omega 3 fatty acid content compared with 

standard eggs. Becept for price, the difference between these designer eggs 

and others is insignificant (Fitzgibbons 1993). 

Cabbage Based Chicken Feed 

Alice Havens, a 19 year old student at the University of Connecticut, 

was granted a patent for her chicken feed based on dehydrated cabbage. She 

states it can lower the eggs cholesterol content by as much as 30%. The eggs 

produced with her cabbage feed had only 170 milligrams of cholesterol as 

compared to 220 milligrams in standard eggs (d'Orio 1992). 

Lactose Reduced or Free Products 

Now you can purchase lactose-reduced products and treatments as 

companies compete for a rapidly enlarging market. Lactase drops, capsules or 

tablets, SureLac *, Dairy Ease*, Lacrease*, Lactaid* and Lactogest* 

(•trademarks) are some of the brand names. Only about 30% of all adult 

humans, retain their ability to digest lactose. Grown ups who tolerate lactose 

are generally those who have historically depended on herding and dairy 

products. These include Northern Europeans, some Mediterranean people and 

their descendents, and African people like the Masai. Asians are mostly 

lactose intolerant, as are West Africans, most Native Americans, half of all 

Hispanics and about a fifth of American Caucasians. It is doubtful, however, 

that fifty million Americans are affected as is claimed in some ads (Wellness 

Letter 1993 e). Since the symptoms, bloating, flatulence and cramps are 

extremely common (Barsky and Boms 1995), many of my older patients are 

certain that they suffer from or will suffer from lactose intolerance. It seems 
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unlikely that people who drank milk until they were 80 would suddenly 

become intolerant. 

Conclusion 

Food has been and is subject to symbolic and ritual interpretation as 

well as political and economic manipulation. Controversy about the current 

state of the American diet is a good window through which we can view 

current cultural imperatives. In the minds of most Europeans, Americans are 

perceived as obsessed with diets, weight, fats, cholesterol and health in 

general (Payer 1988). The US public is interested in nutrition enough to 

spend money to purchase special foods, supplements and become involved in 

food faddism. In general, the nature of food fads includes the philosophical 

and the religious (ecological vegetarians, religious prohibitions); hucksterism; 

a place of last resort when biomedical treatment fails; the influence of 

respected but misinformed scientists; and fears about the influence of 

corporate food industries (Rynearson, 1974). 

There are certain groups within the general population who are at 

severe risk from these obsessive behaviors about food and diets, however. 

First are infants, who require a certain number of calories from fats to 

promote both neurologic formation and general growth. The most recent 

public health message about low fat diets is directed toward all Americans 

above the age of two.This, in spite of research, which does not correlate 

either body weight or fat intake with any future disease. Secondly, are 

adolescent females who are diagnosed with eating disorders in increasing 

numbers. Anorexia and bulemia are associated with desire for an impossible-

to-achieve body image (thin, sensuous and muscular), fears of fat, and issues 
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of control (Schwartz 1986, Stacey 1994). The third group at risk from these 

public health messages are the elderlv.ln this population, there are 

physiologic and social changes that contribute to dietary modifications. 

Dental problems, slowed gastro-intestinal motility, anorexia from 

medications, the inability to prepare foods, the lack of someone to eat with as 

well as lowered income all contribute to the poor nutritional status of some 

older adults. In addition, many older adults are on prescribed therapeutic diets 

for.pathological conditions like diabetes, ulcer disease, hiatal hernias and 

diverticulosis. Middle class dieting after retirement, however, is more often 

due to cultural commitments to youth, slimness, and maintaining an 

independent and vigorous lifestyle. Older adults, who see themselves as being 

blamed for the high cost of healthcare in the United States, want to do 

something to stay healthy. They don't want to be blamed for a heart attack 

because they did not purchase Egg Beaters or drink Slim Fast for every meal. 

Middle class elders get angry and depressed when their cholesterol or weight 

doesn't "go down." These people, like many of the people in my study, have 

given up "everything good" and still have their high blood pressure, heart 

attacks, pedal edema,shortness of breath, chest pains and fatigue. Therefore, 

liquid diets which promise rapid results are often used by older women who 

want to look and feel like they did when they were twenty. These diets 

provide neither adequate fiber nor enough protein to sustain an active 

lifestyle, which we (the providers) order as well. This is a classic example of 

Bateson's double bind phenomena (Bateson 1972). Middle class older people 

are particularly ripe for consumer hype about miraculous foods and diets. 

They have disposable income, read magazines and newspapers, and watch 



221 

news programs and health specials. Many spend finances on supplements, 

herbs, vitamins and dietetic products that are either unnecessary or harmful. 

The poor, like clients at Pio Decimo,however, spend an even greater 

percentage of their income on the low cal, low fat, low sugar products. 

With all the talk about food, there is less enjoyment in the social and 

sensual aspects of food for many older people.The absolute number of taste 

buds diminishes with age. In proportion, however, more salt sensitive areas 

are lost than sweet areas, so the ability to taste salt decreases markedly. Many 

adults, as they age, use increasing amounts of salt in their food. Since there is 

a secular increase in blood pressure with age in the United States, the elderly 

are told not to use salt. This makes food incredibly bland and tasteless. 

Low fat, low sodium milk, for example, has an unusual taste and texture. 

Ahhough most blood pressure readings rarely decline from dietetic 

intervention, providers focus on dietetic issues like salt and weight. The 

elderly are blamed for their supposed dietary non-compliance. Many of the 

common medications which are prescribed to older adults for hypertension, 

arrythmias, chest pain, diabetes, gastric acid and joint pains affect the 

gastrointestinal tract. Some pills cause nausea, some contribute to 

constipation, most cause lethargy. Therefore,appetite declines and many older 

Americans are quite malnourished (Davies, 1990). These people have less 

reserve when they get infections, have surgery or develop other problems. 

These other medical problems usually lead to more medications and more 

dietary restrictions. 

Our bodies change with age so that the proportion of the body that is 

lean tissue, muscle and bone, declines. Conversely, the fat percent increases. 
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Fat requires less energy than lean tissue and most people's activity levels 

decline with age. We are not all Jack LaLanne types, running marathons and 

touting health products at age eighty one. Since our activity lessens, the need 

for calories decreases every year after age twenty. If people don't eat a lot 

less after this age, weight gain is almost inevitable. However, requirement for 

basic nutrients remain constant so there is less room for 'junk food' (Farb and 

Amelagos 1980). 

I listen to discussions about diet, fats, diseases and weight in all my 

clinic settings. Those elderly, who pay attention to the media about good diets 

and bad diets, are in a state of total confusion. Prevention Magazine touts 

certain plans while the American Heart Association favors others. Revisionist 

nutritional research findings are continuously publicized. Is there anything 

safe to eat or drink out there? The emphasis of our cultural message is simple. 

There is one thing, (one food, one behavior, one test result, one state of mind) 

that, if changed, will result in perfect health, vitality and longevity. This one 

item becomes invested with a magical power to save us or kill us. 

Malinowski (1954) noted that people only used "magic" when the 

consequences could be disastrous and the outcome was in doubt (ibid 85-

87,138-40). Although people realize that accidents, disease and death are part 

of the process of life, these magic foods and behaviors supply and illusion of 

control over aging, infirmity and death. In addition, the addition of these 

"good" substances (oat bran, broccoli), may undo the harm from "bad" ones 

(smoking, drinking) in a kind of trade off game. In any case, we will keep 

searching for this single miraculous thing! 
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CHAPTER SIX 

IDENTIFY AND MONITOR: 
TESTS, SCREENING AND NARROWING CONCEPTS OF NORMAL 

As children, most of us had annual physical examinations. This "check 

up" usually included a chest x-ray, a urine sample, routine childhood 

vaccinations and perhaps a blood test. Other testing procedures were usually 

ordered after a "hands on" evaluation by our family physician. Diagnostic 

methodology has changed over the past two decades. Often, laboratory and 

other tests are ordered before we are seen by a practitioner. Screening tests 

have gained popular appeal and are a common method of attracting potential 

clients into the medical system. Laboratory, radiology and other tests often 

subsidize less profttable areas within hospitals. Outpatient tests represent not 

only an expanding area of medical care but also serve a gatekeeper role 

legitimating the need for other medical services and procedures. In 

developing clinician guidelines, the United States Preventive Services Task 

Force listed 47 of the 60 groups of preventive devices as screening tests. 

Several of these tests are recommended for every adult and many children as 

well (Russell, 1994). . 

In this chapter, I will critically examine how weight, blood pressure, 

mammography, cervical cytology, prostate and cholesterol tests are employed 
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as a form of surveillance through which "biopower"! 6 is exercised. I will 

discuss differences between individual and population based screening tests, 

how normals and values for these tests have changed and the role vested 

interests,(lay and professional) play in policy decisions involving diagnostic 

testing. Lastly, I will review the treatment implications of these tests for 

insurers, corporations, physicians, patients and taxpayers. 

Testing, surveillance and biopower 

Surveillance is one of the institutional dimensions of modemity 

(Giddens,1990). In the field of health, the practice of subjecting a population 

to a series of examinations constitutes a form of power exercised through 

medical knowledge. Technology has expanded the ability to "see inside the 

body". With this ability comes a form of "new knowledge" which removes 

the power of self-evaluation from the tested and gives this power to the tester. 

This "biopower" is inherent is discourses about health, disease and normality. 

Life subsequently becomes organized around controls and regulations which 

are justified as promoting health and preventing disease Foucault,1990). 

Different and expanded levels of "knowing about the body" clearly change 

the relations between those "in the know" and those without this type of 

favored knowledge. Medical and technological discourse then becomes 

instrumental in leading people to self-regulate their behavior (Foucault 1990). 

For those in power, biopower offers an efficient way to control people 

through self-surveillance. Expansion of technologies which subjugate 

individual bodies and populations through the generation of more and more 

Biopower refers to a complex series of relationships between the selection of certain 
"truths about the body" and the subsequent differing levels of power due to these 
"truths". (Foucault 1977). 
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productive knowledge has been an indispensable element in the growth of 

capitalism. The Industrial Revolution required methods to efficiently control 

attitudes about life in general without having logistical problems entailed in 

governing larger numbers of subjects (Foucault 1977). Society became a 

body that was treated as if "it" were a physical body. Both these bodies 

seemed to need increased internal and external forms of monitoring in the 

name of protection (Foucault, 1990). 

Surveillance activities may be direct, indirect or some combination of 

both. To Foucault, institutions of power (hospitals, prisons and schools) were 

examples of direct surveillance while techniques of power (control of 

information) was indirect. Biomedical testing encompasses both forms of 

power. Invasive, expensive and state of the art tests are performed within 

hospital settings and require experts to order, perform and interpret them. In 

non-institutional settings, people perform tests and are subject to indirect 

surveillance by subjecting themselves to normative ideas about what 

constitutes health. Where do normative ideas come from? 

Normal Values 

Practically speaking, there is no problem in recognizing severe illness. 

However, when dealing with less threatening conditions, there are implicit 

assumptions about which physical states are desirable or undesirable, 

damaging or benign. There are issues about what should be regarded as 

"normal." For example, if physical strength at age 20, were used as a 

reference, many age related changes, which might otherwise be considered 

natural and normal, would be called disease. The concept of disease depends 
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upon comparisons with some "nomiai" reference condition. Our current 

biomedical position involves a narrow view of "disease". Disease implies a 

particular pathological process underlying a specific syndrome. A more 

general view defines disease as a physical or behavioral deviation that poses 

social problems for either individuals or the community. The widest view 

arises on occasions when particular personal problems may be defmed as 

disease although there is neither underlying pathology nor serious conununity 

problems. Examples are religious or political extremist movements. 

The word "normal" entered English from Latin and Greek science by 

way of geometry. It meant perpendicular (orthogonal), at right angles. 

Therefore, even at the outset, the word was both descriptive and moral, 

containing aspects of fact and value: the way things are and the way things 

ought to be (Hacking, 1990). Normal received its current meaning in the 

1800s. It formed half of an opposing pair, normal and pathological, and was 

reserved for medical settings. At that time, health was defined as a state of 

balance (a mean) between excesses and deficiencies. Later, the concept of 

pathological organs was superimposed on this idea. This transformed disease, 

which had been a condition of the entire body, to a state of individual organs. 

With modem diagnostic technology, disease is a condition of even smaller 

bits of matter (e.g. enzymes and genes). These have less and less relation to 

the whole person. Pathology, once the opposite of normal, became a 

deviation from normal. This transformation occurred when disease became an 

attribute of individual sick organs rather than sick people. Something was 

normal when it was not associated with a pathological organ. Therefore, 

normal would be secondary, the opposite of pathological. Comte attributed 
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this transformation to Broussais whose "principle" reflected prevalent ideas 

about gradualism and uniformity in geology. Broussais stated that pathology 

is not different in kind from the normal (center) but was a continuous, gradual 

move away from it (Hacking,1990). From that time on, all variation came to 

be seen as deviation from "normal". 

How did the concept of normality come to cover other aspects of 

humanity? In 1830, Quetelet began quite innocently with "the average man." 

He argued that this idea was important to the progress of other evolutionary 

ideas. He saw the average man as a codification of two fundamental 19th 

century transitions. The first concerned a conceptual idea about "a people" 

which would be obtained by measuring physical and moral qualities of a 

"race". The second initiated a eugenics program that would elevate the 

"average qualities of the race". By 1844, Quetelet found that many human 

attributes had a distribution that peaked around the mean. This familiar bell 

curve or Gaussian distribution is defmed by two quantities, the mean and 

some measure of dispersion. Originally, Quetelet's formulation included the 

notion that half the scores would be below and half above the mean. They 

would be equally probable classes. He applied the same curve to biological 

and social phenomena which simultaneously reified the mean. So descriptive 

statistical laws were changed into laws of nature and society (Hacking 1990). 

One of the earliest social scientist to be concerned with normality was 

Emile Durkheim. His study of suicides was an extension of other works 

which attempted to distinguish the normal from the pathological in society 

(Giddens,1978). These studies corresponded to a general French fascination 

with deviance. Durkheim theorized that sociology could furnish a scientific 
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diagnosis of social pathology similar to a diagnosis of disease within an 

individual. However, normalization was not morally neutral for Durkheim. 

who was neither the first nor last to use the individual body as a metaphor for 

society. During this era, both the body and society were viewed as 

perfectible. However, norms of health and pathology involve values which 

are not justifled by medical science but rather provide ends to which 

medicine is the means (Giddens 1978). Hacking (1990) sees Durkheim's 

research as the initiator of numerical sociology. There was an increased 

availability of statistical information and a corresponding fascination with 

enumeration. Everything was measured or seen as capable of measurement. 

Numbers became fetishes. Shoe size, head size, intelligence, births and deaths 

were all counted. Therefore, the number of suicides became widely 

available.and their magnitude was equated with the moral fiber of the society. 

Today, "normal" is used just about everywhere as it provides a 

seemingly objective view of humans and their behavior. There are separate 

and opposing meanings of the word as it is used in social, medical and 

statistical discourse. It may mean the most common, as derived from 

mathematical formulas. However, it may also mean alright or not abnormal. 

This gives the word an overt moral overtone,what should be, rather than what 

is (Hacking 1990). Thus, we need to understand ideas about "normal" health 

as subjective and morally driven, not objective and value-free. 

Biomedical Examinations 

Over the years, medicine has become dependent upon diagnostic tests 

and laboratory procedures. They form the current basis of diagnosis and 

therapy and these tests are becoming increasingly sophisticated. Before 1950, 
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health histories, thoracic examinations, cardiograms and x-rays were the sole 

methods of cardiovascular examination. Now, these are the "low tech" tests 

as patients and professionals can obtain left and right cardiac catheterizations, 

coronary angiography, stress tests, Holter monitoring, echo-cardiography, 

and scans. Most health professionals receive their training in research 

oriented university hospitals where these high technology examinations and 

interventions are used. Therefore, sophisticated tests soon become "the gold 

standard" and clients and practitioners come to feel they need state of the art 

diagnostic surveillance (Willis,1992) 

Why do we need to be tested ? The object of any examination or test is 

to gather information. Testing may be used to locate some abnormal 

condition, to estimate its probability of severity, to monitor the effects of 

treatments on the condition and to predict potential outcomes. However, there 

are differences between mass and individualized testing. When individuals 

come to a practitioner with specific subjective complaints, examinations and 

tests are ordered. However,these tests don't constitute a "fishing expedition" 

but rather focus upon a discrete area of interest. In contrast to the unique 

examination, massive screening tests are used to retrieve information about 

groups of people. It is assumed that screening may identify pathological 

conditions in asymptomatic people. Therefore, a series of tests in a "healthy 

population" is not preventive in a classic epidemiological sense but may be 

regarded as preventive by those who bear the financial costs of illness 

(employers, insurance brokers and institutions). 

Tests provide examples of both increased medicalization and the 

expansion of numerical truth within our society. In the healthcare setting, 
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people no longer tell the medical practitioner how they feel. Rather,they 

expect you (as the healthcare provider) to tell them how they feel, should feel 

or will feel! Clients watch you review a series of numbers on a laboratory 

report and await your decision about their state of health. This recourse to 

mathematics has been and remains one of the easiest ways to provide 

knowledge with a scientific style and form (Foucault,1990). Wellness Clinic 

clients, after having a lipid profile or screening chemistry test, will say "Well, 

now tell me, how am I ?" as if the testing process was a revelation of some 

perilous or wonderful inner state. To clients, the question "How do you feel?" 

appears to be less and less relevant to their true state of health. The message 

that I get from patients is that feelings and symptoms are not really 

trustworthy but numbers are both true and predictive. Of course, 

professionals, with test results in hand, should know how the person feels. 

An insoluble problem with this prophetic view surrounding 

examinations, is an unspoken but assumed guarantee of future health based 

on numbers. One man in Green Valley became enraged when I explained that 

I could not guarantee him a "clean bill of health" after he received a normal 

lipid profile. "What the hell good is this test if it doesn't tell me if I'm going 

to have a heart attack or stroke?" Another man, an engineer from Hughes 

Aircraft, felt cheated because the Wellness Examination did not include a 

stress test. He had experienced some shortness of breath on heavy exertion so 

he "needed a stress test". A stress test measures exercise tolerance with either 

a treadmill or stair master. During the examination, the patient wears a 

portable monitor to measure heart rate and rhythm. When I observed that he 

had performed his own stress test, he was not satisfied because there were no 
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numbers, no graphs, no charts, no range of normals. Several of the clients at 

Voyager are also engineers. Many keep intricate bar graphs of their blood 

pressure, heart rate, lipid levels or PSA's. They do "average blood pressure 

readings for the day, week and month". I see these behaviors as a form of 

self-control, similar to making lists which can be "checked off". The 

engineering clients are wonderful list makers. They are on secure territory 

when they have lists and numbers. When I mentioned the practice of keeping 

graphs about physiological states to the three bio-medical engineers at St. 

Mary's, their response was " Well, everyone should do that if they weren't so 

lazy !". These remarks are clear snapshots of our cultural imperatives. 

Another phenomenon ascribed to tests is the correlation of any and all 

symptoms with the presence of any abnormality on a laboratory report. Many 

clients try to make sense out of cramping pains, changes in bowel habits, 

fatigue, itches and rashes, a lack of energy and musculo-skeletal discomfort 

with abnormal laboratory results. Some clients come in and ask for " a test 

for everything, I want the works", a kind of one size fits all examination of 

the blood. Perhaps the name, complete blood count (CBC), is confusing as 

clients think there is a test that can tell them everything about their blood and 

body. "Can a high cholesterol make me feel tired?" is a conunon question. 

Since fatigue is a common complaint among 80 year olds, I have no specific 

answers for this state of being. In the major cardiac joumal (Circulation), I 

have never read about elevations in lipids or abnormal enzymes causing any 

symptoms. This is an unsatisfactory reply for people who expect definitive 

answers from our miraculous biomedicine. Encounters that don't validate the 
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worries of clients may iead to disillusionment and anger about science, 

scientiflc method and allopathic medicine. 

For those who feel that the system has "let them down", there are other 

avenues. Some allergy specialists and naturopathic doctors will perform 

"tests for everything" on the basis that the environment has become toxic to 

humans. These tests have become big business but cause emotional and 

financial havoc for the family and friends of the "tested". 

(Marianne's sister in law Sherry from field notes) Well, Witt's sister is into all 
those kinds of tests. She is allergic to everything and has found some doctor who will test 
her for just about everything you can imagine. Now, they say she has adrenal 
insufficiency just like Micla (another nurse practitioner). She came over and is simply 
driving Mildi^ crazy because she can't have regular detergent or smells or anything in 
the house. 

Betsy W(ANP) I know somebody that was just having a terrible time in her life 
and she couldn't figure out what it was. She's real health conscious and through her sister 
she was able to get thousands of dollars worth of tests It was kind of like, are you sensitive 
to this, not exacSy an allergy testing but are you sensitive to this and she was tested on a 
lot of things that are common in our society and found she was sensitive to almost 
everything. So this person who was doing all this testing, who is theorizing and getting 
stuff toge&er so that she can work with people on improving their life, told her what kind 
of food she could eat. She was extremely limited to begin with, but she couldn't use any 
household cleaners to clean her house. She couldn't pump gas because of the fumes from 
the pump. There was this whole lot of stuff she couldn't do and it even went on to 
clothing. She was only wearing some natural like cotton and she did it but she said it was 
really, really hard because she only had four foods for a while that she could eat 

Tests highlight the commodification and fragmentation of the body. 

These examinations equate people with machines, which have parts to 

examine and assess. If one little enzyme is "off', if you feel depressed, then 

you are not totally healthy. With this preoccupation with tests, physical and 

behavioral parameters are equally "testable" (Nelkin and Tancredi 1989). 

Screening tests 
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The idea of screening asymptomatic individuals for disease arises from 

scientific assumptions originating in an Enlightenment model of linear and 

uniform progression. Any disease, using cancer as a prototype, is thought to 

pass or progress through distinct stages. Therefore, the earlier the discovery, 

the better the chance for cures. There is a kind of intuitive appeal to this "nip 

it in the bud" approach. However, there are additional criteria necessary to 

justify screening tests. Frame and Carlson summarized these as follows: 

The condidon must have a significant effect on the quality and the quantity of life. 

Acceptable methods of treatment must be available. 

There is an asymptomatic period during which detection and treatment 

signiilcantly reduce morbidity and mortality. 

Treatment in this asymptomatic phase must yield a superior therapeutic result than 

treatment which is delayed until symptoms appear. 

Tests which are acceptable to patients must be available at reasonable costs to 

detect the condition in this asymptomatic period. 

The incidence must be sufRcient to justify the cost of the screening (Frame and 

Carlson, 1975) 

If these criteria are not met, or cannot be met by a test, then the particular 

screening test becomes irrelevant in the pursuit of better health 

(Russell,1994). Surprising as it may seem, indeed this is the case for many of 

the most widely used screening tests. 

These "cast your net and see what turns up" examinations are often 

geared toward the middle class elderly. There are several reasons for this 

segmental marketing strategy. Retirees have more free time, have health 

concerns, have friends who suffer from various ailments, believe in the 
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preventive value of tests and have insurance coverage. However, other groups 

may be offered free or low cost screening if they are seen as a "reservoir of 

risk". An example of screening a population seen as being this reservoir of 

risk was described by a nurse practitioner at the student health center of the 

University of Arizona. 

Marianne T.W. (FNP-C) The problem with chlamydia is there can be very few 
symptoms or no symptoms or they can have more serious symptoms so that doesn't 
always lend, it doesn't always let people know when they might need healthcare for or, or 
need a test for it. Many times they'll say, well I'm not having any symptoms and that's not 
necessarily the only reason that they should have screening. They could have symptoms 
ranging from no symptoms to something mild like an occasional abdominal pain that goes 
away and they can have trouble 
< Jan (ANP-C) Like Pelvic Inflammatory Disease (PID?)> 

Yes, they can. So it can range all the way up to something serious like that. It can 
be asymptomatic and non threatening all the way up to symptomatic of an acute 
abdominal nature.... 

In fact, they are, right now starting up at Planned Parenthood, through the state or 
the county, I'm not sure which but they're doing screening that we are offering to people 
free of charge just to, kind of, get an answer as to what is going on out there. Tliey did this 
several years ago for people and I think the requirements Aen were that they were under 
25. We did a lot of screening, even on asymptomatic people just to see what it was doing 
and it's very prevalent but I can't give you a statistic about it 

Corporations, not notorious risk takers, are now evaluating the 

potential for screening tests which "take a hard look at the shape of their 

employees". By actively encouraging employee participation in wellness 

programs such as the American Heart Association's "Heart at Work" 

program, corporations may reduce health costs and maintain a more 

productive work force. Medical costs to employers reached $530.7 billion in 

1989 so companies hope that these programs may reduce expenditures.The 

Heart Association introduced the former program in 1985 to make 

cardiovascular health education, promotion and activities accessible to the 

employees of any organization. Now, more than five million employees, at 
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9,000 companies, participate in this particular program (Wilson, 1994). The 

Heart at Work kits focus on the modification of risk factors for heart disease 

and stroke. Different areas of monitoring and intervention include the 

following: regular physical activity; fitness assessments; blood pressure 

monitoring; smoking cessation aids; nutrition information and risk 

assessment tools for cardiac evaluation. American workers seem to be ready 

for these programs which emphasize lifestyle and individual behavior 

modification. 

Hughes Aircraft, under it's health and life insurance healthcare 

provider (Aetna CCN) has contracted with Carondelet Health Care to 

provide Wellness and Health Promotion physicals to their current and retired 

employees and their families. I provide all aduh physicals for Hughes in 

offices at Saint Mary's or the Healthy Senior Office in Tucson. These health 

promotion (Wellness physicals) include a hands-on examination, laboratory 

work and a risk profile.The blood test includes a lipid profile and glucose 

testing. Women over the age of forty are offered pap tests every two years. 

Annual manunograms are offered to women over the age of fifty. Older men 

receive a PSA screen as well as a digital rectal examination for detection of 

prostate disease. The (Tarter Emory Risk profile, a computerized analysis of 

modifiable risk factors, is done on all employees. As part of the physical, I 

review these risk factors and make follow-up risk reduction recommendations 

to the clients. 

Corporate interest in health is not a recent idea. Before the current 

debates about escalating costs of healthcare benefits and insurance, 

corporations were interested in functional assessments of their work force. 
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Initially set up by the railroads, forestry and mining corporations, (injury 

prone industries), screening examinations became a way to discover disease 

susceptibility and ensure worker fitness. The intention of this screening was 

to weed out those employees who were unusually susceptible to work place 

hazards. The hope was that this focus on individual workers would be less 

expensive than structural changes to the work environment. At the turn of the 

century, a coalition of insurance companies, private corporations and state 

agencies began to screen for risks. By 1920, about ten percent of our largest 

corporations required regular physical examinations and risk assessments of 

their workers (Alexander 1982). In 1985, this figure had risen to 49%. 

American corporations began to require regular as well as pre-employment 

physicals (Nelkin and Tancredi, 1989). Now, industries in the United States 

employ over 4000 occupational physicians and 20,000 industrial nurses (ibid, 

p.85). These company doctors and nurse practitioners mediate between 

employers and individual employees. My step mother,a retired occupational 

nurse, worked for Cool-Ray/Polaroid in Chelsea, Massachusetts until 1977. 

Initially, her daily duties included "passing out" pain medications, suturing 

minor cuts and evaluating plant injuries for referral to Chelsea Memorial 

Hospital. Later, she became involved in plant safety programs and acted as a 

professional witness for workman compensation claims. The major task of 

her replacement is to screen employees for drugs and potential health 

problems like H.I.V. and heart disease. 

Most corporations require potential employees to undergo pre-

employment drug testing to locate high risk potential employees. These 

people are never employed. Polaroid offers health, pharmacy and other 
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retirement benefits, so older potential employees are screened for prostate 

cancer, hypertension and coronary artery disease. 

Economic Incentives for Testing 

There are also economic benefits arising from testing schedules. 

Medical care is unlike other services because healthcare providers make both 

diagnostic and treatment decisions. The more we do, the more we get paid. 

This creation of a medical need is called induced demand. When the number 

of doctors increase, the number of patient visits increase as well. University 

of Arizona researchers found that physicians who had imaging equipment in 

the office were 4 times more likely to order these tests (Consumer Reports, 

July 1992). There are great financial incentives to perform extra tests and 

give patients the maximum therapy. A Rand Corporation study in the early 

eighties looked at appropriate treatments, defined as relative benefit to risk. 

The results were divided into three groups, appropriate, inappropriate and 

equivocal. Of 1300 elderly who had carotid surgeries, 32% were unnecessary. 

From a total of 386 people receiving bypass surgery, 14% were unneeded. Of 

those undergoing coronary angiography, 17% were not necessary. These 

cardiac tests are big money makers for hospitals and laboratories. A 1990 

study by the Washington Advisory Board showed that nearly one quarter of 

all hospital revenues came from cardiology related business and more than 

80% comes from just 4 procedures. These are cardiac catheterization, balloon 

angioplasties, bypass surgery and valve replacements. The number of cardiac 

treatment and diagnostic procedures in the United States has been growing at 

an average rate of 12.7% annually (Consumer Reports July 1992). Current 

fee-for-service reimbursement polices create incentives to provide more of 
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these tests and studies have found that reimbursement is higher for 

technology driven services. Healthcare providers who perform more of them 

are more fmancially successful and enjoy the most prestige (Huerta,1995). 

Problems with tests: accuracy 

In the best case scenario, the results of any medical tests would be 

perfectly accurate. In other words, if the test was positive, you would have 

the pathological condition. However, in clinical practice, people are variable 

and tests are not perfect. The public has doubts about the accuracy of many 

laboratory tests, particularly after sensationalist reports by the media. 

Jan PL (ANF-C) Do people think that these tests are 100% accurate? 

Marianne TW (FNP-C) I think it depends on what the result is. If they don't want 
to be pregnant and it's positive, then they don't think they are completely 100%. If they 
are worried about missing a period and don't want to be pregnant and it's negative, I tUnk, 
even there, sometimes, it de^nds. Sometimes you can see somebody with a lot of sighs of 
relief, thinking, well this go^ test says that I am not (pregnant) but I think even there, 
some people question. Well, now what if it's wrong. I thi^ it's kind of, maybe how bad 
they don't want to be pregnant if they get a positive and then how bad they don't want to 
be pregnant in that other case. 

Jan PL (ANP-C) Now have people asked you if they should go and have another 
test like in a week? 

Marianne TW (FNP-C) Definitely, now people will say that, well should I repeat 
this or when should I? They'll actually say to me, well how accurate is this, how much 
faith can I put into it? And that's what I'll usually tell them, it depends, you know. 

Laboratory errors can lead to detrimental clinical decisions. Mistakes 

in sampling, running, interpreting or labeling tests by laboratory technicians 

are possible. Every few weeks, television and radio programs "expose" 

erroneous radiology and cytology laboratories. After such reports on the six 

o'clock news, there are always some questions about the qualifications of the 

testing facilities and personnel (laboratories, cytology technicians and 
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mammography services). Since Green Valley and Voyager clinics are high 

users of laboratory facilities, they are the most concerned about reliability. 

There is some basis for concern about this issue. Laboratory personnel 

standards have been eased to reduce costs. Medical technologists formerly 

needed a B.S. as well as national certification. At present, laboratories can 

hire people for technician positions who have graduated from high school and 

received some additional training. This lowered standard may contribute to a 

change in accuracy for some manual examinations (cytology and differential 

counts, for example). So, there is a combination of growing reliance on tests 

at the same time as test results become more questionable! 

If test outcomes are restricted to positive or negative findings, errors 

fall into two general categories: false positives and false negatives. False 

positives arise when the person does not have the condition of interest but the 

tests indicate that they do. False negatives imply that the person is free of the 

condition when this is not the case. The "sensitivity" of any test is defined as 

the percentage of persons with the disease who have positive test results. The 

"specificity" is the percentage of persons without the disease who have 

negative test results (Greenberg, 1993). The positive predictive value refers to 

the proportion of the people with a positive test who have the condition.This 

is directly related to the prevalence of the disease and the specificity of the 

test 

Table 6.1 (Greenberg 1993) 
Sensitivity= true positives x 100 

true positives + false negatives 

Specificity=_ true negatives x 100 
true negatives + false positives 

Positive Predictive Value= true positives 
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Sum of true and false positives 

The situation becomes more complex and less specific when results are 

graded on a continuum. This is the case with many, if not most, laboratory 

examinations. These tests usually include a range of normals for age and sex. 

Generally, the more the result deviates from this normal range, the more 

likely there is either pathology or laboratory error. 

Problems with tests: Consequences for clients 

Physical, emotional, and economic consequences may follow from 

medical testing. Physical consequences from abnormal or marginal results 

include more invasive testing or surgery for "definitive" diagnosis. The 

John's Hopkins Medical Letter for People Over Fiftv. for example, reviewed 

recommendations for stress tests for asymptomatic older adults. This 

examination produces a large number of false positives and poses risks for 

infarction (1:500) and death (1:10,000) during the procedure. If the test is 

positive, thallium scans or more invasive tests are generally reconmiended. In 

1989, an estimated 600,000 Americans received this test. However, the 

United States Preventive Services Task Force (USPSTF) doesn't recommend 

this test for asymptomatic adults, particularly older adults (Woolf et al, 1990). 

In other cases, an abnormal test may need to be repeated within a specified 

time. Meanwhile, the patient, for the person has become a patient, sits, waits 

and worries. These marginal test results may cause economic and emotional 

concerns for families as well. 

Marianne TW (FNP-C) Pap smears, trying to explain abnormal pap smears, benign 
atypia. I mean, you get interesting feedback when you start out a conversation saying, now 
this does not say you have cancer. I want you to understand that because people, when 
they think of pap smears, think only of cancer. I've had interesting follow-up on that 
because they didn't hear anything after that They thought I said they had B cells that were 
cancerous and ail kinds of things. I mean explaining what that means (benign atypia) in 
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25 words or less, how do you explain benign atypia? You are saying on die one hand, now 
this is not a totally abnormal pap smear but it is not totally normal. We don't want you to 
worry too much but repeat it in four to six months. Y ou Imow you are sort of saying two 
different things and they are wondering, you know, if we have to worry about it, why don't 
we repeat it now? 

Jan PL (ANP-C) And why don't you? 

Marianne TW (FNP-C) For several reasons. One is generally you want to get them 
in for an infection check, for i^ection testing, looking under a microscope at the 
secretions to make sure there is not an infection that is causing the class two or the benign 
atypia. If you rule the infections out, it also takes about six weeks to really get the cells 
renewed if there is irritation. So really, in terms of rechecking, it's a fairiy slow growing 
cancer, if indeed you are looking at something that is developing. Three to six months is 
OK to recheck and then you are, kind of, ruling out infections. You are ruling out just 
temporary irritation or ii^anmiation. 

An informant, in her forties, began experiencing classic menopausal 

symptoms. She went to her physician who ordered a hormonal evaluation. In 

this case, her prolactin level was "off' and the doctor immediately wanted her 

to have a "thorough work-up for a pituitary tumor". The physician, unfamiliar 

with her history, didn't know that her father died with a brain tumor. After 

this examination, she became extremely anxious, hyper-vigilant about signs 

and symptoms, and angry. I advised her to take the estrogen replacement and 

have the blood test repeated. Her symptoms resolved but she has never 

forgiven the doctor for his frightening potential diagnosis. Other women 

might have had extensive, uncomfortable and expensive neurological 

evaluations for the same " abnormal number". 

Antibodies to HIV require some time for them to become quantifiable 

so even normal tests can have psychological consequences. In this case, there 

is an asymptomatic "window" so, what does negative signify? There are 

follow-up decisions, moral and social, made when tests results are 'normal' 

and the person is considered a 'high risk'. Some are counseled, given lists of 

prescribed behaviors and rechecked while others, also 'normal', are released 
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without comment ( McCombie,1986). One nurse in the study was on a 

hospital committee to update informed consent forms. I asked her how she 

explained initial negative fmdings and follow-up procedures. 

Nancy K (RN) (regarding HIV testing) One (negative) test is not indicative of 
anything. It (^Is for automatic retesting. Now, the t^g you have to explain to people is, 
if you turn up HIV negative, it does not necessarily mean that you are not infected with the 
virus. It just means that you have not produced antibodies, vet The only way to make sure 
is to engage in, you know, no riskv behaviors and you have to define for a person, you 
know, the mode of transmission so that they understand. So, if you are having sex with 
someone who, you are not 100% sure about their status, like you haven't been married to 
them since before 1970 or 1980. If you are not absolutely certain that they've been, 
monogamous with you, this isn't very realistic, preferably no sex for three months. 
approximately, or if you are going to have sex, use a condom and a spermacidal. 

So, normal and/or abnormal test results may result in a person being 

placed in a liminal state, between health and disease: a state where you are at 

risk for heart disease, stroke, diabetes, AIDS, breast and prostate cancer even 

though you seem well now. People are required to become vigilant, change 

their behavior, and live in Limbo, (a place, between Heaven and Hell, 

reserved for the unbaptized who have Original Sin). They are not sick vet but 

perhaps not well. I am reminded of the "women with lumps" described in 

Sandra Gifford's article (1986). Those with fibrocystic breasts live a liminal 

existence due to continuous medical surveillance for the possibilitv of breast 

cancer. 

Older adults are doubly stigmatized because our culture has 

transformed aging into pathology. In the early part of this century, infancy 

and childbirth were dangerous times. Deaths were not uncommon and aging 

was not tied so closely to the end of life. With less infant mortality and safer 

birthing practices, it is common to live to older adulthood. Indeed, people 

now retire and live ten or twenty more years. Since aging and death have 
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become intimately related, to be old is equated with to be sick. This social 

perception is unrelated to the present physiological condition of the 

individual. To be older is not only to be sick but also to be non-productive 

with a "mass of needs" (Hazan,1994). Therefore, the role of patient is 

transferred to the older person as the body becomes the focus of healthcare, 

social services and other management strategies. The idea of having 

specialized health services for older adults isolates, separates and further 

transforms these people into "patients with the disease of aging". 

What happens if a test is found to lie "outside the normal range"? The 

choices are to ignore the results if "it is close to normal", repeat the test or 

order a more specific test if this is available. This leads to further 

medicalization. For some married men who are "found to have high 

cholesterol or blood pressure", their wives, fearful of widowhood, become 

relentless. They insist on tests, diets and continuous monitoring. Some retired 

couples revamp their lifestyle in radical ways while others perform token 

behaviors to show that "they care about health". However, what happens 

then? If, subsequent to the changes, the blood pressure, cholesterol or weight 

does not "go down", there is a suspicion that the person is not compliant 

(Estroff,1993). They are, for example, not avoiding salt, not exercising 

enough, not taking their medicine correctly, or cheating on their diets. In any 

case, it is their fault for not getting better. However, many of these treatments 

have limited or varying efficacy. For example, only one in six people can 

lower their blood cholesterol by dieting (Moore,1989). Therefore, five out of 

six people will be blamed even if they are fully compliant with dietary 

modifications. 
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Newer tests may revise and revitalize old scenarios. For over a century, 

the nature/nurture debate has generated controversy. In the I9th century, most 

scientists believed that traits such as alcoholism and insanity were inherited. 

Tests for these social and behavioral problems have had severe aftereffects. 

In a recent article in Scientific American, Gibbs wrote about the new wave in 

prevention of violence.  Social  scientists and neuroscientists are looking for" 

genetic markers of maleficence" to diagnose people who are prone to 

violence (Gibbs,1995). However, this is not the first, nor sadly the last, time 

that scientific intervention has and will place people in situations of unjust 

punishments. In the 1930's, another era of violent crime, the eugenics 

movement was also based on the premise that certain types of mental illness 

and criminal traits were inherited. By 1931,27 states had passed laws which 

allowed sterilization of 'feebleminded, insane and habitual criminals". As 

late as I960, studies of violent criminals led to the theory that an extra "y" 

chromosome was a marker for violent behavior. At that time, babies were 

screened for this marker. It seems that whenever crime rates appear to get 

high, there is a rash of identification procedures to screen for problematic 

behaviors. On average, these markers have been shown to have a high false 

positive rate, about 50%. The triad of medical care consists of diagnosis, 

prediction and treatment. Subsequent treatment may consist of physical or 

pharmacological imprisonment, (drug treatments that may blunt behavior), of 

potential offenders. 

The word "eugenics" comes from a Greek root and means "well bom". 

Charles Galton, a cousin of Charles Darwin, coined the term. Galton wanted 

people to breed selectively so the proportion of smart, sane, healthy and 
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capable members of the human race would increase (Anderson 1995). The 

Jewish Experiment remains the most horrifying chapter in this 

biological/social debate. Reframing ideology from the eugenics movement. 

Hitler used the concept of racial purity to commit genocide. During the 

Second World War, Jewish people were exterminated and others (mentally ill 

and retarded) were sterilized. After the war, biological and social scientists 

added family relationships to genetic factors in an attempt to expand the basis 

for personality and behavioral traits. However, with recent genetic 

discoveries. the pendulum has returned to a more focused form of biological 

reductionism. Genetic testing, unlike other medical information, has the 

potential to forecast illness years in advance. Since each of us, however, has 

more than 100,000 genes, some are "defective" and many are redundant. It is 

currently estimated that we all have 5-7 genes which could be lethal if paired 

(Consumer Reports, July 1990). Genetic research has produced a list of 

diseases which are caused by a single gene. These include Tay-Sachs, sickle 

cell anemia, Huntington's chorea and cystic fibrosis. Screening for these and 

subsequent abortions are de facto eugenics. Therefore, there is more impetus 

to improve the breed now, than when the eugenics movement was popular 

(Anderson, 1995). Even with the genetic arguments, a moral tone is 

invariably present. Although considered genetically hard wired, socially 

undesirable behaviors are located within the individual's faulty genetic 

makeup. 

The potential consequences for individuals are serious. For example, 

breath analysis for blood alcohol and urinary drug screens and lead to 

imprisonment. Drug and HIV screens can lead to loss of employment. Health, 
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automobile, life, mortgage, and disability insurance may be unobtainable to 

those who have abnormal results (Phillips,1992). Not only HIV, but other 

sexually transmitted diseases (STD's) are socially and morally stigmatized, 

such that the release of information regarding positive tests can be socially 

damaging for the individual. 

Marianne TW (FNP-C) I think too, maybe there's again stigma in terms of 
sexually transmitted disease (chlamydia, gononiiea). The way I would approach 
someb<^y would be, well I usually offer it to them in general. We have tUs test available. 
You've seen why, who might be at high risk for it (under 25, more than one partner and 
partners with more than one partner, other sexually transmitted diseases). And if they 
don't want the test, then I say if I see symptoms that might suggest this, then I'll do it or 
I'll recommend that we do it anyway. And most people are satisfied with that 

Jan PL (ANP-C) Now, when you talk to people about this, do they ask you 
questions about confidentiality and things like that because it is an STD (sexually 
transmitted disease) ? 

Marianne TW (FNP-C) They, sometimes that is brought up. I guess, it's not so 
much in terms of who are you going to tell, but when I do, when we do, we say that this is 
reported to the health department. 

Jan PL (ANP-C) Why do they choose those certain diseases, I wonder. 

Marianne TW (FNP-C) I don't honestly know, other than in some cases, the 
problem is in terms of communicability, like with GC and notifying other potential, not 
potential partners, but actual partners to get, make sure, that they are treated and prevent 
the spread of the ^sease. 

Jan PL (ANP-C) Now, do they notify, how do they do that? 

Marianne TW (FNP-C) Well, it's interesting. In fact, there are several ways. 1 
know, even at the student health, we ran into this sometimes because one of the nurses in 
our department was in charge of, calling people in when they had a positive (JC culture. 
And sitting them in her office and saying, now this is what it is and this is how you got it, 
blah,blah, blah, and reviewing with them treatment and stuff and saying how we need to, 
you know, get in contact with your partners. It is, in a sense, left up to fte person to a 
certain extent If they say "I dont feel comfortable, I don't know where the person is", they 
give the name and then Aen the county can send out a search, to try to follow up on all 
Uiat stuff. 

Confidentiality of personal medical information is an escalating 

problem. As the United States healthcare system becomes more complex. 
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more groups have claimed access to medical records and files. Health 

insurance companies often require health files before they pay claims. Health 

Maintenance Organizations (HMO's) require copies of physical examinations 

and pre-existing medical problems before they will consider a person for 

inclusion. Therefore, all this medical information has become a commodity 

without benefit of any uniform legal constraint upon its use. There is no 

explicit guarantee of privacy under the Constitution. The physician computer 

network (PCN), partly owned by IBM, has access to patient records of 41,000 

physicians (1 in 10 private practice offices) which offers computerized 

billing, links to hospitals, laboratories, and insurance companies. In return, 

PCN has rights to copy and sell patient information as well as requiring each 

physician to view promotions from drug manufacturers. Pharmaceutical 

houses help to support PCN because competition for the $65 billion 

prescription drug business is so intense (Consumer Reports, October 1994). 

Problems with tests: Issues for Practitioners 

Medicine is an uncertain science and every symptom can be 

investigated by a wide range of tests. Healthcare providers generally rely on 

the quantitative tests rather than the "softer, subjective" symptoms of 

patients. Perhaps this is why there is so much anger directed at health 

professionals. We seem to ignore the complaints of the patients if the test is 

normal. It is implied that "if the test is normal, then there is nothing wrong 

with you". If the patient feels that he is ill, that there is something wrong, he 

may doctor-shop, look for alternative therapies, or just become angry. At the 

Voyager Clinic, a young woman (age 34) came in and wanted a "complete 

hormone test". Actually, I don't know what that means. She had gone to the 
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doctor for symptoms of fatigue and emotional lability. Without performing a 

medical history or physical, she was given a diagnosis of "stress" based on a 

normal screening chemistry and hematology profile. Symptoms reported by 

women are more often ignored if numerical reports are "normal". 

Until recently, diagnosis involved measuring external manifestations of 

disease. Using inspection, auscultation and palpation, our senses of vision, 

hearing, touch and smell were the tools. When diagnostic technologies, the 

stethoscope and thermometer, were introduced in the 19th century, disease 

changed: From individual and natural characteristics which affected each 

person differently, to one based on standardized symptomatology, disease 

became defmed by fixed norms instead of subjective complaints (Tancredi 

1989). Now we order tests before we see the patients. These remote and 

hands off technologies that deliver quick, low risk, less expensive and 

relatively painless tests for patients are likely to be used more frequently. 

This is certainly the case with PSA screening. No patients enjoy rectal 

examinations so this inmiune assay is ordered almost automatically. We 

know that patients don't seem to mind having blood drawn and most 

insurance plans will pay for numerical tests rather than counseling and social 

interventions. Defensive medicine is another reason for ordering more 

widespread testing. We fear that we will be sued if we don't order every 

imaginable test, even if there is little to be gained from these tests. 

Since biomedicine either doesn't know the cause or is unable to 

intervene with most chronic disease, shifting responsibility to the clients is 

common. Unlike acute infectious disease, a ten day course of some magic 

bullet does not cure chronic disease. Older adults are more likely to suffer 
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from diabetes, heart disease, hypertension and prostate enlargements. A high 

proportion of internal medicine practice deals with these chronic conditions. 

Within the healthcare system, there is a functional mandate to reduce or 

eradicate death and dysfunction so it is frustrating to have people "not get 

better". The result of this practitioner frustration is the tendency to blame the 

patient for his condition rather than face the sense of failure that chronic 

disease provokes. 

It is incredibly difHcult to deal with the statistical idea of disease when 

you are sitting across the desk from a patient. To translate epidemiological 

risk factors into clinical practice lead to errors based on statements that are of 

a different logical type, the general case to the specific (Bateson 1979). We 

are unable to translate population parameters into statements that this 

individual will or won't die from a certain disease. A Wellness client, a man 

from Green Valley, on 1500 milligrams of niacin for his elevated cholesterol 

level, saw his blood sugar level rise. Impaired glucose tolerance is conunon 

with niacin. Bill became really angry and upset because I could not tell him 

which (the sugar or the cholesterol) was the key to stroke prevention. In 

fact, we can only guarantee that he will die from something. This statement is 

hardly comforting! Another woman from Voyager came in and insisted that 

her husband be given a cholesterol and PSA test. I tried to convince her that 

the $60 that they cost would be better spent on something else. However, she 

was adamant. When the test results came back, they were within a normal 

range and I asked her how this made her feel. She said she was relieved that 

he was healthy and would not die. I told her that neither of these tests were 

guarantees of longevity and that medicine could not control genetics. She 
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began to weep and asked if he could have the complete genetic test. 

Incredibly enough, something close to "the complete genetic test" is likely to 

be technically feasible within a few years time! So, what do we do about tests 

and results? What if we are wrong'! 

I asked other healthcare providers what they considered to be baseline 

tests and heard the following: 

Debra K (MD) (regarding cholesterol) I get a total cholesterol and if the level is 
high I get fractionated levels. I'm more interested in the HX>.L. level anyway. Then, I get 
another level in three to six months if they are on diet therapy but I get a chemistry profile 
in six weeks if I put them on medications. (In reality, this physician orders a screening 
chemistry profile, a urine, a complete blood count and some specific tests if patients are on 
certain medications, like thyroid. Since she is my physician, I only get the tests that are 
high yield, proven pick-ups, so no urines are done udess I am having symptoms of a 
urinary tract infection). 

Charlie G (MD) (tests in general) It depends on the managed care group. They all 
have certain restrictions about what they will pay for. Sometimes, it is by age or sex so it 
varies what I will order. I generally get a screening chem profile, crit and then specific for 
the person. 

Beth S (ANP-C) If I was a healthcare provider in a different setting and I had 
somebody who came in and it was kind of an annual or first time I had seen them, it would 
be real dependent upon what kinds of things I turned up in the history and what kinds of 
things in terms, like medication-wise but I don't know that routine blood woric, other than 
just finding out in general what their cholesterol level is, is of a whole lot of value. You 
know, you can run a thyroid panel. Actually, I think that a lot of elderiy people probably 
have low grade subclinical hypothyroidism that you are not going to find out about, but if 
you get either a cholesterol level that is real high, that would be a clue. You know, I don't 
know that a CBC is real valuable, right I mean, Aeoretically, if it is a woman and she's no 
longer having periods, and she has no obvious signs and symptoms of bleeding, what you 
do is you do a guiac on her to make sure that she's not bleeding occult, and if that is 
norm^ and she is not symptomatic for GI distress or anything Uke that, why would you do 
a CBC? It seems to me that doing all that stuff just perpetuates the idea that if I get this 
blood woik done, I am taking care of myself when, if fact, that isn't taking care of yourself 
and it perpetuates the cost of the healthcare system and it is really not pertinent. 

Jan PL (ANP-C) It's different in the clinics where you are really not the primary 
healthcare provider. It seems absurd to start getting a lot of tests for some rather common 
symptoms, Uke CBCs for fatigue (looking for anemia). I can't justify billing medicare if 
there is not a diagnostic code that can be used so they have to pay out-of-pocket for these 
blood tests (about repeat tests after being seen by a specialist, getting a new healthcare 
provider, or being referred) I have seen tests repeated in this hospital, you know, tests 
done here, one week later a CAT scan, a cardiogram, Holter monitor, ECHO, all of these. 
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You know $1100 worth of tests was all, repeated, within twelve days, both billed to 
Medicare and the person went home, it's my father in law, went home with the tests! All 
the results of the tests, the interpretations. I mean, I made sure. I made sure they went 
home and they did them all over again and I just wonder what, you know, what does this 
make people think? Does this make people tUnk that the labs are so different in quality 
that you have to have your own done? 

Extensive testing becomes a way to "do something", to show interest 

in the clients and to keep them quiet. However, the use of testing for 

generalized conditions may be a thing of the past under managed care plans. 

An interesting ramification of the billing and insurance business involves the 

rationale about which tests are allowed,which are encouraged and which are 

"turned back". Last year I had a growth on my heel. In my usual fashion, I 

ignored it until the pain was intense and my limp impeded my tennis game. 

My friend, another nurse practitioner, insisted that I go to the doctor. He, the 

podiatrist, reconmiended surgery. While I was undergoing laser therapy to 

remove the growth, this physician asked me what kind of insurance I carried. 

Choice Plus, from Carondelet, has few exceptions and wide parameters for 

coverage, so the physician told the circulating nurse, "Well, then send this for 

a biopsy." That got my attention and I sat up on the table and asked, "If I 

didn't have that insurance, then you would not have sent this spec for 

biopsy?". Well, the implications of that remark did dawn on him. Probably, I 

didn't need a biopsy because he was competent and the lesion looked benign, 

but what if he was wrong? These are dilenmias that come up with increasing 

frequency in managed care systems. People are told these types of tests are 

necessary for quality medical care" and then they are told that the insurance 

will not pay for them. No wonder clients are angry and confused. 



252 

I discovered another interesting thing after interviewing and listening 

to other health professionals. How often do providers "get tested".? While 

reviewing the RISKO with my co-workers, I realized that most of us 

(healthcare providers) are totally unaware of our blood pressure, laboratory 

values or weight. Although we tell the clients to have their blood pressure 

monitored, get annual pap smears, mammograms and the rest, we don't 

follow our own advice. I know what my blood pressure is because some of 

the patients buy digital machines and I let them practice on me. Otherwise, I 

have my blood pressure checked about every two years, when I go to the 

doctor's office. My cholesterol, which is high, has not been checked for two 

or three years. I did have a manunogram the other night, the first one since 

May, 1992. Although the Imaging Center is nearby and the staff are really 

nice, I get a feeling of dread when I go for these films. To make it 

emotionally easier, I always ask lots of questions. The tech, in 1992, was 

somewhat suspicious of all my questions because of recent publicity about 

the quality of mammography screenings. She said that many of the older 

women asked if "mammograms caused cancer like they said in the paper". 

This year, when I asked similar questions about the quality of the 

manmiographic unit, the tech became defensive and said that the machines 

were "dedicated" and "did not leak". I am thinking about having a pap smear, 

the first one in three years, before I change jobs and lose my health insurance 

benefits. However, I have a colonoscopy every two years because I had 

cancer and this is the reconunended schedule for that particular examination. 

Gerri, nurse researcher, has not had a mammogram in five years, even though 

her mother has had breast cancer surgery and her maternal aunt died from 
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metastatic breast cancer. Betsy had a fairly high cholesterol (260+), had a 

mother and brother on Mevacor (a cholesterol lowering medication) and has 

not been checked for two or three years. I was surprised by Betsy's responses 

to questions about risk and familial heart disease: 

Jan PL (ANP-C) You, I'm really surprised haven't gotten any blood tests (for 
cholesterol) in two years. I thought you would have gone ^ter you've eaten, well since 
you became a vegetarian, just to check it out 

Betsy W (AMP) Well, that's really funny. When I was going to take that job at San 
Manuel, I had to take a physical at T.M.C. and they found out that I was anemic. My crit 
(hematocrit) was 28 or something and I thought, gee, no wonder I can't do anything. I 
don't know what it was before, it was normal, I ^nk, although I'm not sure. I think I had 
it done when I was at the Wellness Center, I got a CBC (Complete Blood Count) one time. 
I can't recall for sure but I think it was O.K. 

Well I had the blood drawn and then later I went in to, you know, where the 
doctors, and at that point, you know, he pointed it out. Actually, that's when I had the 
cholesterol and it was 222. So that was a little over a year ago and he started to tell me 
about that cholesterol and I said, well actually that's tetter. I told him what it had been 
(263) but 1 did tell Cohn about the hemoglobin and that I had just started taking iron. 

Charlie, an internal medicine physician, didn't know his weight, blood 

pressure or cholesterol because "they are always good". At the other end of 

the spectrum is a nurse practitioner who has been ill. She has been tested for 

everything and is on an amazing number of medicines including injectable 

magnesium. She was ultimately diagnosed with Chronic Fatigue Syndrome. 

Although most of the healthcare providers resist the medicalization that they 

help to sustain, we are required to get an increasing number of tests.The 

public views us as potential carriers so it will only be a matter of time before 

all healthcare providers have to be tested for various things (Hepatitis B, 

HIV, drug screens): 

Nancy K (RN) I would say that the public perceives us as a risk group and I would 
say that because of the way legislation is going. In a number of states there is legislation 
on the books that makes it a crime for a healthcare provider to continue to work without 
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notifying proper authorities, whoever they may be,-the Gestapo-, that they are HIV 
positive. I think New Jersey is one of them and maybe Texas. They were trying to get in 
on the books that healthcare providers were going to have to be mandatory tested. Shit, 
they already look at our piss for drugs. Opl*/that without our consent?) No, 
they do it with our consent but, let's face it, are they going to hire you if you say NO? If 
you say no and you are working on a floor and there is a problem with drugs disappearing, 
gee who do you think they are going to think about first? And what do you think will 
happen then, if you refuse to be tested? If they start, you know, getting to those E)raconian 
procedures on the floor like some hospitals. Saint Joe's wants to do a credit check on you! 
The reason for this is to find out if you have a problem with money that might be tempting 
you to steal drugs and sell them. 

Test Rccommcndations for Older Adults 

The United States Preventive Services Task Force was an expert panel, 

convened in 1984, to evaluate the effectiveness of clinical preventive 

services- screening tests, counseling, immunizations and other prophylactic 

regimens and posit recommendations for practitioners in clinical health 

examinations. These recommendations were based on the quality of the 

underlying scientific evidence from clinical research studies. To be 

considered clinically effective, screening tests were required to have both 

sufficient accuracy and evidence that early detection improves outcome. 

These suggestions related only to asymptomatic individuals. 

Since "coronary heart disease" is called the leading cause of death, 

morbidity and disability in the United States, screening tests for blood 

pressure, total cholesterol and lipoprotein measurement and resting and stress 

electrocardiography were evaluated. The conclusion of the panel was that 

blood pressure should be measured every two years if the readings were 

below 140/85 and yearly if the last diastolic reading was 85-89 mm Hg. 

Hypertension was not diagnosed without three separate readings. After 

confirmation, patients were to receive counseling about exercise, weight 

reduction, lowering sodium and alcohol consumption. 
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Although the panel felt that periodic measurement of total cholesterol 

was important for middle aged men, it "may be of less benefit in the elderly" 

(Woolf et al, 1990). The optimal frequency for cholesterol measurement has 

not been determined on the basis of scientific evidence and is left to clinical 

discretion, an interval of every 5 years has been recommended on the basis of 

expert opinion (NCEP,1988). Adults with cholesterol levels above 240 

mg/dL and those with borderline (200-239 mg/dL) who have known coronary 

artery disease or two or more cardiac risk factors should receive information 

about the meaning of results, intensive dietary counseling and follow-up. 

Electrocardiography (EKG) is not reconmiended in asymptomatic 

persons unless there would be a danger to public safety. This means that if 

someone could have a sudden cardiac event while driving a train, bus or 

plane, and an accident might lead to th6 death of the passengers, then they 

should be tested. This implies that an EKG can and will predict heart attacks, 

syncopal episodes and strokes. The panel recommended one other indication 

for a cardiogram involves for high risk males(?) who are plarming to begin a 

vigorous exercise program. The problem remains the same. An EKG is able 

to indicate prior heart damage but is not able to predict future heart attacks. 

Obesity is included as a common "problem in the elderly". The task 

force estimated that 25% of men and 38% of women in the 65-74 age group 

are overweight (JAMA 1995). Obese elders are said to be at increased risk for 

hypertension, diabetes, high cholesterol and other coronary heart disease risk 

factors. Quality of life issues for overweight persons include social 

discrimination, limited mobility, limited endurance and lower functional 

status. The task force recommendations included measurements of the height 
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and weight of every adult, (using the Metropolitan Life Insurance table or a 

body mass index), as a basis for further intervention. For people who are 20% 

or more above desirable weights, they should receive appropriate dietary and 

exercise counseling. Measurement of limb circumference and skin-fold 

thickness were not reconunended. 

Breast cancer is the second leading cause of cancer deaths in women. 

More than half of these deaths occur in older women. Clinical breast 

examinations, manmiography and breast self-examination were studied. The 

USPSTF recommended clinical breast examinations and manunography 

every 1 to 2 years for all older women. Mammography screening may be 

discontinued at age 75 unless pathology is detected. The likelihood, however, 

of detecting pathology increases with age. There is a decrease in breast tissue 

density as we age so "more can be seen". 

Three expert panels (The Canadian Task Force, The U.S. Preventive 

Services Task Force and the American College of Physicians) evaluated the 

full range of preventive services for all adults. They concluded that clinician 

time spent doing the full health history and physical was better spent dealing 

with high risk problems. For disease prevention in low risk patients, they 

concluded that blood pressure should be taken at each visit but not less than 

every two years. Breast examinations should be done yearly after age 40. A 

total cholesterol should be done every 5 years starting in early adulthood. 

Mammography should be done annually after age 50 and for those 35-40 in a 

high risk category. Pap smears would occur every 1-3 years for sexually 

active women but not after age 65 if they have had normal smears. Influenza 

vaccines were reconmiended yearly for those over the age of 65 (Sox 1994). 
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Blood Pressure 

The professional screening of blood pressure has only been common 

for the past twenty years. My step-mother, a retired nurse, graduated from the 

Chelsea Memorial Hospital School of Nursing in 1940. At that time, 

registered nurses were not allowed to take blood pressure readings. This 

complicated assessment was reserved for physicians. Now, pressure checks 

have become "user friendly"; a routine, cheap and non-invasive medical test. 

Nurse's aides and technicians take blood pressures in hospitals and other 

health facilities. Smith's, Walgreens, Fry's and Osco stores have "do-it-

yourself (DIY) digital blood pressure machines adjacent to their pharmacies 

and sell DIY kits for home use. According to the United States Preventive 

Services Task Force, an estimated 50 million Americans have elevated blood 

pressure which require monitoring or treatment. The Hypertension Detection 

and Follow-up Program (HDFP) was targeted toward those with mild to 

moderate hypertension (Moore,1992). At that time the United States medical 

conmiunity believed that people with hypertension were at increased risk for 

coronary artery disease, peripheral vascular disease, strokes, renal disease and 

retinopathy. Since 1972, treatment for elevated blood pressure has been 

credited for a reduction in stroke mortality of 57% and coronary artery 

mortality of 50%. However, the results of the study showed little or no effect 

of medical treatments on CHD mortality which accounted for 8 out of 10 

deaths associated with hypertension.(Moore 1992: l76).Yet, benefits for fatal 

and nonfatal strokes were positive even though total mortality was 

unchanged. 
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Table 6.2 Hypertension Detection and Follow-Up Program Results 

Treatment Placebo Difference 

Subjects 
Strokes 
Coronary Events 
Deaths- all causes 

8,700 
60 

222 
248 

8,654 
109 
234 
253 

45% 
NS 
NS 

At the same time as the United States medical-industrial complex 

urged physicians to treat mild hypertension, studies were in process to 

evaluate risks and benefits of these same pharmacological treatments. The 

popularity and success of the war against high blood pressure made it the 

model for every subsequent public health campaign. Around 1920, the 

insurance industry promoted the theory that hypertension might affect 

mortality. While American studies, showing no relationship between high 

blood pressure and CHD mortality (140/90 is borderline high in the U.S), 

were not publicized, those showing stroke reduction were touted (Moore, 

1993). When technological capability eased the ability to monitor blood 

pressure, the pharmaceutical industry began research for drugs to lower blood 

pressure. What are the parameters for normal, moderately elevated and high 

blood pressure? Like most conditions, the serious cases can readily be 

recognized. Malignant hypertension, diastolic pressure above 130 mm/hg is 

symptomatic and life threatening.but since blood pressures are a continuous, 

rather than discrete measurements, how was normal defined? This is a critical 

step in suggesting which individuals need monitoring and treatment? The 

range of normal blood pressure varies within industrialized countries 

(Payer,1988). Blood pressures destined for drug therapy in the United States 

are considered normal in England while low blood pressure, treated by spas. 
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drugs and hydrotherapy in Germany, are rewarded by the US insurance 

industry (Payer 1988). The definition of "normal", therefore, neither constant 

nor objective. 

In the way of U.S. medicine, no longer is a simple test enough, more 

refmed diagnostics are needed. Another practitioner, after attending a 

conference, told me the following: 

Beth S (ANP-C) His thing (a cardiologist giving a lecture for a Primary Care 
Conference for the University of Arizona) was the LVH (left ventricular hypertrophy) and 
in talking about how you have to be careful that, even though the blood pressure may 
appear to be normal, or you appear to be satisfied with it it depends really on how much 
LVH you have going on, whether you are really safe or not 

Therefore, the appearance of normal blood pressure does not guarantee your 

safety, your health, your life. 

Weight 

There is something about being weighed. Whether it is the public 

weights at diet and health centers or at the local clinic, weights seem to tell 

use something about the state of our moral self (Schwartz 1986).We are 

continuously deluged by articles on the epidemic nature of the obesity 

problem in the United States. Being overweight is considered an affliction for 

35% of women and 31% of men. These figures have increased from 27% and 

24% in 1985 (Gibbs 1995). 

For most of their history as a species, humans have been concerned 

about getting enough to eat. Extra flesh used to be a marker of affluence. 

Now, it has been medicalized into a disease which is "mysterious, incurable 

yet preventable and treatable." At the tum of the century, insurance 

companies insisted that thin people should pay higher premiums which 

coincided with an upsurge in tuberculosis in this country. Artists and 
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actuaries noted that thinness was associated with the disease. Later, as 

chronic diseases replaced infectious ones, the insurance actuaries began to 

find associations between excess weight and mortality. In 1912, the Medico-

Actuarial Investigations showed that men in the top of the weight distribution 

had "excessive death rates". Insurance companies began charging extra 

premiums for men who were 25 to 30% overweight (Keys,1980). Life 

insurance data is notoriously flawed: people were not measured or weighed; 

the insurers select against risks; the insured fail to report risks. We can blame 

the Metropolitan Life Insurance Company for being the major source of 

materials about the "evils of overweight". Ideal and, later, desirable weights 

were based on the belief that after growth and ossification are completed, 

there is no physiological reason for weight gain. However, almost all 

societies show an increase in weight into middle age (the so-called "middle-

aged spread"). 

In 1990, the United States Weight Guidelines were changed for men 

and women over the age of 35. This change greatly increased the upper limits 

of desirable weight which had not been revised since (The Metropolitan Life 

Insurance Table of 1959). A recent research article in the official publication 

of the American Medical Association suggests that there should not only be a 

return to the lower weight standards but also there should be a reduction of 

the tolerances which deviate from the weights of 18 year old women (Willett 

et al,1995). Results from the Nurses Study suggest "even the average weight 

in the United States is overweight when it comes to heart disease". The 

current range of Body Mass Index (BMI), (21 to 27 kilograms/m2), of men 

and women over the age of 35 would "give false reassurance to a large 
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fraction of population who are not currently defined as overweight"(WiIlett et 

am995). It seems ludicrous to inform American women that even moderate 

weight gains in females after the age of eighteen increase the heart attack risk 

by 25%. In a culture that is obsessed with weight, the idea that women should 

work even harder to avoid any weight gain by diet and exercise replicates our 

ideological view of the female body within the context of aging. 

Recendy, a murine (mouse), gene which acts as a satiety hormone has 

been publicized. This discovery has raised the hopes of pharmaceutical 

companies that an effective drug will be found to control the human appetite. 

Currently, there are FDA restrictions and professional reservations about 

prescribing anti-obesity drugs for more than a three month period. In the 

recent past, there were habituation problems with amphetamines and other 

drugs for appetite suppression (Gibbs 1995). 

Although our Wellness Clinics were designed to provide services to 

the well elderly, the emphasis is on detection and monitoring of disease or 

potential disease. Therefore, when people come to the Wellness clinics, they 

are weighed and have blood pressure and pulse taken. If the volunteer notes a 

problem with any of these, the clients are seen by the nurse practitioner. We 

are looking for conditions that have the potential for being individually 

managed or diminished through education and surveillance. 

There is social stigma attached to obesity and weight tends to increase 

with age. Being weighed is troublesome to older clients, particularly females. 

In every clinic, we moved the balance scale to a more private location so 

others, particularly a spouse, will "not know how much I weigh". Conmionly, 

the dialogue includes remarks about the difference in pounds between their 
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bathrcx)m scale and the clinic scale. They always weigh less at home, (nude 

and in the moming before eating breakfast). I explain relative weights to the 

clients but many of them are firmly convinced that our scale is wrong. 

Many clients feel that the blood pressure readings are wrong, as well. 

Clients sit at a card table to have their blood pressure and pulse taken after 

being weighed. Pressure, pulse and weight are recorded on a small yellow 

card which is returned to the client. Some of our volunteers are retired nurses 

so they "check" blood pressure readings with a mercury manometer. Since 

the majority of our older clients are taking antihypertensive medications, 

many come only to " have a pressure check". There are some seniors, and the 

number is increasing, who own either a digital or mercury manometer. They 

are "keeping an eye on the pressure" as if this would somehow prevent a 

heart attack or a stroke. A few, generally male engineers, take their 

"readings" several times a day and then copy down the lowest reading to 

show to the doctor or practitioner. Even in the clinic setting, if a client "does 

not like the numbers", they ask to see the practitioner to have the reading 

rechecked. There is some suspicion that the volunteers "did not get it right". 

Blood pressure is a dynamic reading. It varies from minute to minute, from 

left to right arm, with position change. Since the result is never exacdy the 

same, there is uncertainty about the accuracy of the machine or the person 

taking the reading. 

Prostate Examinations 

The American Cancer Society recommends that all males over the age 

of forty have a digital rectal examination for detection of benign or malignant 

conditions within the prostate gland. There has been wide media coverage 
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about prostate cancer, testing and treatments. Since men don't really want 

rectal examinations, the news that there was a blood test available to test for 

prostate cancer was a great relief. The prostate specific antigen (PSA) is a 

relatively non-invasive test which was first used in 1971. The antigen is an 

enzyme that is found only within the prostate. This extremely sensitive test 

was originally used to monitor prostatic cancer therapy. Its use as a screening 

test for asymptomatic men has never been studied (Russell 1994). However, 

both popular and professional journals state that this test, along with a rectal 

examination, could detect more cancers earlier. Therefore, men over fifty are 

targeted for both these examinations on an annual basis. The Hughes-Aetna 

Contract offers all males over this age the option of this test as part of the 

health promotion physical examination. However, there is no evidence that 

tests and subsequent treatment prolong life. At this time, there is an ongoing 

large randomized clinical trial involving screening examinations for this and 

other conditions. However, this will not be completed for another 16 years 

(Schwab 1991). Until that time, the data is lacking about the value and costs 

of the PSA used for screening. The United States Preventive Task Force 

reviewed the major randomized control trial (treatment for documented 

cancer versus placebo) and found that radical prostatectomy and placebo 

"pills" had the same five year survival rate (Friedman 1991). Therefore, not 

only testing but the efficacy of treatment remains undocumented. 

When I review the results of the PSA tests with clients at Wellness 

Clinics or the Hughes Contract physicals, I realize that the results of the test 

are incredibly confusing (sample at conclusion of chapter). These results are 

similar to results from all testing. Some men with cancer are missed because 
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their results fail within the "normal range" and others with positive results are 

retested or given ultrasound or biopsies and found to have a normal prostate. 

It has been estimated that 25% of the men with benign prostatic hypertrophy 

(BPH) have elevations of the PSA. Therefore, this conmion condition 

produces a large number of false positives. In the clinic, it is wives who come 

in and ask about the "test for the prostrate". Since the symptoms of prostate 

cancer and BPH are often the same, these are very anxious spouses. I review 

the test results, often with the couple, for the wives are unsure that they "will 

be told what is going on". The coverage in the media, reviewing the treatment 

options, makes some mention of impotence, incontinence and other side 

effects of surgery and radiation. These are not inconsequential effects in the 

lives of these men. 

Why wouldn't screening affect the survival rate of prostate cancer? 

The answer lies in the condition. Almost all prostate cancers arise in men 

over the age of fifty. Autopsy studies show as many as 30% of males between 

the ages of Hfty and seventy have cellular changes in the gland. Current 

medical discourse includes the perspective that by the age of eighty or ninety, 

the percent of males with cancerous lesions in the prostate may be even 

higher. Many asymptomatic men, however, died from other things, not cancer 

of the prostate. Prostatic cancer is a variable condition so some cancers are 

rapidly invasive while others are not.It is the slower ones that get picked up 

on screening tests but these are the least likely to metastasize and result in 

death. This is called length bias and leads to favorable statistical results in 

many screening tests because it looks as if something that was done led to a 

longer life. Another problem arises from over-detection of cellular changes. 
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Since the idea of screening is to locate potentially fatal cancers, if the 

individual's type of cancer is not invasive, then survival and staging statistics 

appear good. A further problem with statistical results of screening tests is 

called lead time bias. This is the increase in survival time as measured from 

the time of detection until death. The earlier the condition is "found", the 

longer the apparent survival time. 

Mammogram Screening 

There is a lot of information in the press about the cost-effectiveness of 

screening examinations. The National Cancer Institute changed its 

recommendations about the age to begin screening mammography exams. 

They had revised their recommendations about prostate screening in 1991 as 

there was a lack of scientific evidence that the screenings reduced cancer 

deaths. The revisions state that, after reviewing the research, particularly the 

1992 Canadian Study, it is not cost effective to screen women before the age 

of 50. After the report was issued, there was a furor among oncologists, 

feminist health groups, and radiologists. This debate speaks to the nature of 

proof required for scientific validity. The Canadian study and seven other 

studies were reviewed and although they suggested a lifesaving benefit for 

women in their forties, none of the studies proved such a benefit. In October, 

the board of scientific counselors of the Cancer Institute's Division of Cancer 

Prevention and Control urged the institute to drop any recommendations. 

Women were urged to make informed choices about mammographv. What 

this statement means in light of the lack of professional consensus is 

questionable. In November, the National Cancer Advisory Board voted in 
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favor of maintaining existing guidelines adopted in 1987 and called for 

further research. The Cancer Institute continues to recommend mammograms 

every one to two years for women 50 and older, and monthly self-exams and 

yearly professional exams for all women over the age of 40. The Cancer 

Institute's list of risk factors for breast cancer includes: a positive family 

history of breast, ovarian or colon cancer; exposure to DDT; a personal 

history of benign cysts or other breast disease; and consideration of whether 

the woman was on a low fat diet which many experts believe reduces breast 

cancer risk. 

However, in the aftermath of increased screening mammography, 

another problem has become public. In 1992 the American media reported 

preliminary findings from the Canadian National Breast Cancer Screening 

Study (n=89,789 women in 15 different Canadian locations) that women 

below the age of 50 were more likely to die of breast cancer after they 

received the tests (Haney 1992). It was speculated that the act of squeezing 

down on the breasts during mammography, ("We compress because we care" 

is written on the mammography machines at Carondelet Imaging Center), 

may liberate cancerous cells. The United States rebuttal concerned the nature 

of the study which they saw as poorly done and flawed. Dr. Stephen Feig, the 

former consultant to this project, quit when his recommendations about the 

quality of the machines and technologists were ignored. However, in the real 

world, machines and interpretations vary. 

Cytology Screen. Pap tests 

The Papanicolaou test for the detection of cervical cancer has been 

around for over 50 years. It is one of the most widely performed cytological 
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test and is often the main reason that women have annual physician visits. 

Unlike some of the other tests, pap smears fulfil the criteria for screening 

examinations. The test can detect precancerous cells. There is a treatment 

available and there is differential mortality between treated and nqn treated 

women. In a landmark study, reported in the British Medical Joumal in 1986, 

the International Agency for Research on Cancer (lARQ showed screening 

and early treatment can decrease the incidence of cervical cancer by over 

90% (Russell,1994). The standard advice to patients was an annual exam. 

However, in 1980, the American Cancer Society revised its recommendations 

to the following: If the first 2 annual exams are negative, then do pap tests 

every three years. I don't really remember these changes since all the elderly 

Navajo women refused these examinations. Therefore, the information was 

irrelevant to my practice, if not to my personal medical needs. However, I 

recall the debates that followed since these were reviewed in the Nurse 

Practitioner Magazine. In 1988, a consensus statement was published which 

had the following reconmiendations: All women should have a pap test as 

soon as they are sexually active and not later than age 18; testing should be 

done yearly for three years; if all the tests are negative, then test frequency is 

at the discretion of the healthcare provider. The Hrst schedule had changed 

into a much more complicated one. Why? 

The revisions show the biological, political and social nature of 

biomedicine. The accuracy of the Papanicolaou is dependent upon the quality 

of the cervical scraping, the preparation of the slide as well as its 

interpretation. It is not that simple to get an adequate sample of endocervical 

cells. The endocervical cells, located in the so-called transition zone, are 



generally the first to show dysplastic changes. I use an endocervicai brush to 

obtain samples from this area and this technique usually helps me obtain 

enough cells. However, in friable tissues, the brush itself may cause 

bleeding.These red blood cells complicate the evaluation of the sample. 

Common conditions, such as inflammation, injury and hormonal changes, 

can produce dysplastic look-alikes. While she was working for Planned 

Parenthood, Marianne told me about a practical reason for obtaining less than 

adequate tests. Although healthcare providers know that pap smears are not 

reliable during menstruation, they do them anyway "to capture the clients" 

who only have pap smears done to obtain prescriptions for birth control pills. 

In any case, the accuracy of specimens has been questioned in the press 

and on television. It was reported that as many as 15-20% of cancers could be 

missed in United States laboratories. These scare reports led to increased 

testing schedules. Some clinicians recommend tests every six months for 

women at high risk. This category includes the following: smokers, early 

(teenage) sexual activity, having more than two sex partners in a lifetime, 

having a partner who has had multiple partners, having several children, 

using oral contraceptives and being infected with the human papilloma virus 

(Russell, 1994). Many, if not most, American women share at least one of 

these risk factors. Therefore, women who are able to pay for pap exams 

through insurance, college plans or out of pocket, receive more frequent tests. 

Since cervical cancer is fairly rare, the possibility of false positives increases 

with each test. The false positive rate is 5% so the more often the test, the 

more the chance of the test "turning up something" (Russell 1994:12). 
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Table 63 
Number of tests Probability if rate of false positives for one test is: 

5% 05% 
4.9% 
12% 
95% 

10 
15 
20 

40.1% 
53.7% 
64.2% 

Since women may begin this cycle of testing at age 18, they might have over 

50 tests within their lifetime. A frequent testing schedule decreases the 

possibility of a false negative while greatly increasing false positives. These 

positives cause anxiety, more invasive testing and treatment. On every 

cytology slip, there is a space to list previous abnormal cytology smears. This 

is a marker for the technician to do a more thorough survey of the cells. 

Therefore, like many other tests, one abnormal result medicalizes the 

recipient. However, the amount of medicalization varies. The lARC data 

suggested that the greatest impact on the health of women could be achieved 

by screening those women who are not being screened at all, (poor, minority 

and elderly), rather than more intensive screening of those already obtaining 

the tests. 

Another little discussed, variable concerns the predictiveness of 

dysplastic cells to progress to cancer. Some never progress and revert to 

normal. This is particularly true in women under the age of 40 or 50 (Russell 

1994). These women may have treatments which confer no benefits, cost a 

significant amount of money and personal suffering, and deflect resources 

away from other uses. 

Cholesterol Screening 

Unlike prostate screening which only had a small trial of treatment. 
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cholesterol screening has had multiple well designed clinical trials. However, 

most trials were done on what was considered the highest risk groups, middle 

aged males with high levels of serum cholesterol. Population studies had 

shown the link with heart disease strongest for this group. However, using 

these trials to make policy recommendations for women, children, the elderly 

and middle aged men with lower levels of cholesterol is problematic and 

questionable. Even with these well recognized limiting factors, the National 

Cholesterol Education Panel (NCEP) currently recommends that all adults 

over the age of twenty have their cholesterol checked every five years. 

Although the level of cholesterol rises with age in the United States and 

Canada, the NCEP cutoff points do not. So, large numbers of elderly are 

designated for diet or medication treatments. By design, the cutoff point of 

240 mg/dl was chosen to include one fourth of the United States adult 

population. Therefore, 50% of US adults would be considered either high or 

borderline high and would "require" diet or medication and further testing. 

The Office of Technology Assessment (OTA) reviewed the advisability of 

cholesterol screening examinations at the time when Congress was 

considering paying for cholesterol testing under Medicare. The OTA found 

that high cholesterol in males over 65 were not associated with more deaths 

from heart disease. Although high cholesterol in elderly women was 

associated with more deaths from heart disease, their life span was unaffected 

(Russell 1994). 

Although there is evidence that cholesterol levels are often above 260 

mg/dl in persons manifesting CHD, particularly in younger groups, there is 

also good evidence that a high proportion of people develop atherosclerosis 
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in the presently accepted "normal" range (125 to 260 mg/dl by the 

Schoenheimer-Sperry method). Further, even with cholesterol levels above 

200 mg/dl, Ungerleider and others reported that the extent of atherosclerosis 

in humans was not well correlated with actual cholesterol levels (Gofman et 

al 1950). 

In spite of the lack of positive correlation, new guidelines for 

laboratory evaluations of cholesterol were issued by the National Cholesterol 

Education Program's Expert Panel in 1988. These include the following : 

Table 6.4 

Total Cholesterol 

below 200 mg/dl = desirable blood cholesterol 

200-239 mg/dl = borderline high blood cholesterol 

above 240 mg/dl = high blood cholesterol 

Low Density Lipoprotein 

130-160 mg/dl = borderline high risk cholesterol 

above 160 mg/dl = high risk cholesterol 

Certainly, the changes are confusing to healthcare providers who now have to 

think about treatment for an expanding number of people, most of whom are 

elderly. Two younger physicians who have many older clients noted the 

following changes over time. 

Debra K (MD) "It used to be that we were given scales, you know, if your 
cholesterol was 240 to 260, it was O.K. if you were old, over 60 years old. But if it was 
that and you were around 40, you would get treated with diet and then, maybe, medication. 
Now, they know that 260 is too high and tfie risk changed from 240 to 260 to below 240. It 
changed again and and now, this seminar I went to in San Diego last year, suggested that 
the levels of normal should be changed to below 200. 

Charlie G (MD) I graduated med school in seventy seven and did mostly hospital 
medicine then. I didn't do a lot of cholesterol screening in the hospital. I remember, it 
seems like people weren't too worried if it was under 300 way back then. I think it 
changed when some of the studies that came out, particularly the Framingham Study, that 
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demonstrated that lower cholesterol levels did significantly increase one's risk of coronary 
artery disease. My internship was at Framingham Union Hospital where a lot of the heart 
studies were done so I think I was probably relatively exposed to the latest cholesterol 
information. 

None of the major clinical trials included cholesterol lowering in the 

elderly who have other chronic conditions, may be on a number of 

medications, have marginal liver and renal function, or are prone to side 

effects from medications for all of these reasons. Dietetic interventions in this 

age group are not without problems. Dairy products and eggs are 

inexpensive, easily digestible, easy to prepare and provide a good source of 

protein. Elders who avoid eggs and dairy may become malnourished. 

However, the most controversial recommendations about cholesterol testing 

and treatment involve children. There have been no trials conducted on 

children. Both the NCEP and the American Academy of Pediatrics are 

relatively conservative in their reconunendation. Even so, children over the 

age of two with family histories of premature heart disease or one parent with 

high cholesterol are potential candidates for screening. This would include 

about one in four children over the age of two. The strength of the link 

between high cholesterol in childhood and elevated levels in adults is loose, 

and that of high levels in adults and heart disease is imperfect. One study 

followed 2,367 children between the ages of eight and eighteen to see which 

of them with high cholesterol levels in childhood led to high adult levels. Of 

the children in the seventy-fifth percentile, only 25% of the girls and 44% of 

the boys retained high levels of cholesterol as adults. Therefore, these 

children might be subjected to an entire lifetime of unnecessary and 

potentially harmful treatment. 

Self Testing 
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Self-monitoring devices and in-home medical testing equipment have 

been aggressively marketed. These are seen as health promotion or disease 

prevention interventions. In almost all supermarkets, there are the digital 

"take your own blood pressure" devices and scales. These are usually located 

adjacent to the in-house pharmacy (Walgreens, Fry's and Smith's). 

The list of self-tests is expanding and includes: scales; glucometers, (to 

measure blood sugar); pregnancy tests; eye charts; ovulation predictors,(to 

measure luteinizing hormone); hand held spirometers (to measure functional 

respiratory capacity); total cholesterol and occult blood tests( to predict colon 

cancer) (Farley 1994). Many health maintenance organizations (HMO's) have 

begun to reimburse or provide some of these devices to their hypertensive 

and diabetic patients.These patients can "watch their sugar and pressure". The 

glucometers create the potential for "tight diabetic control" and are a 

cornerstone of modern diabetic therapy. 

While professional blood pressure and diabetic testing began at the 

turn of the century, cholesterol screening tests became common only about 

ten years ago. By 1983,35% of adults had received a cholesterol test and by 

1990, the percent had risen to 65%. In March, 1993, the Food and Drug 

Administration (FDA) announced the approval of the first home cholesterol 

test. The kit expected to sell for $10-20 and be available without a 

prescription in drugstores (Wellness Letter, July 1993). Now there are already 

several self-monitoring kits on the market. Last year, I tried a portable 

cholesterol test made by Chem Trak which is a rapid enzyme assay for the in 

vitro quantitative determination of total cholesterol in whole blood. This test 

has been calibrated to measure cholesterol levels between 125 and 400 mg/dl. 
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It takes only five minutes and many community healthcare providers in 

Tucson were given free sample kits. This test is currently available in most 

large drugstores. This particular self-test kit is being co-marketed with 

Pravachol (pravastatin sodium), a new HMG.-CoA. reductase inhibitor to 

lower blood cholesterol. 

Benefits of in-home monitoring are stated to be the provision of ready 

access to a person's "state of health" as well as to reduce the need for office 

and emergency visits. Therefore, tighter control, biological self surveillance 

and cost underlie the marketing strategy of these devices. The OTC tests 

perform three functions: to adhere to professionally recommended 

monitoring; to detect markers for asymptomatic conditions; to detect markers 

for specific conditions which have signs or symptoms such as missed periods 

with pregnancy. To market these tests, manufacturers must convince the FDA 

about the value of the test as well as the capability of the public to use the 

results appropriately. Therefore, the FDA decided against OTC tests for drugs 

of abuse because scientists were unsure how these tests would affect lay 

people who were unfamiliar with the concepts of false positives and 

negatives. However, other tests which are not sold over the counter, are 

available without prescription through medical supply houses. 

The Wellness clinics provided inexpensive lipid profiles and other 

laboratory tests to the clients so OTC self-tests were rarely used. However, 

most of the hypertensive men owned blood pressure machines and insulin 

dependent diabetics, covered by an HMO, were given a glucose machine and 

test strips. At Voyager, those on oral agents paid for the machines and strips 
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but at Pio Decimo, the practitioners tested the clients. These elderly diabetics 

could not afford to buy machines or strips. 

Conclusion 

There is a widespread perception among both clients and healthcare 

providers that having a test will, in some way, prevent the occurrence of a 

disease. American medicine is known for its aggressive stance toward 

diagnosis and treatment. Even though we perform more diagnostic tests than 

France, West Germany or England, our morbidity and mortality statistics are 

not as good as these countries (Payer,1988). In addition, it is not our style to 

"wait and see". We need to do something if the numbers are off on some test. 

An informant, who is 95 years old, has never had a mammogram. Her 

daughter, (age 75), and the doctor reconmiended that she have a baseline 

screening mammogram. After my first impression, which was to laugh, I 

asked her what she would do when thev found something odd on the test. The 

test will, of course, have unusual markers because, at her age, Bridget's 

breasts are more easily penetrated with radiation. Therefore, the radiologist 

will see morel She said that she would do absolutely nothing. I told her not 

have the test for it would give anununition to the well meaning daughter and 

physician. I also reminded her that all cells, good cell and cancer cells, grow 

so slowly at her age that she would not die from breast cancer. She was never 

asked what she would do about the results of the mammogram. There was an 

unspoken assumption that she, of course, would have treatment (surgery, 

radiation, chemotherapy). That scenario is rather frightening. 

The elderly who have Medicare or ACCHS are prime candidates for 

medicalization which begins with testing. Since diagnostic examinations can 
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be billed, the elderly become the "bread and butter" of many diagnostic 

facilities. Parameters for normality have not been quantised for older adults, 

so they are almost certain to come up abnormal on one test or another. 

Why,then, do older people want tests? When technologies become available, 

unanticipated uses spring up. Tests may make people feel more secure, more 

in control. If there is a test, then there must be a cure! Middle aged and 

younger retirees are the first groups who grew up with the notion of an 

annual check up. It is the same scheme as the routine care and maintenance 

of any machine. 

Why do we, the healthcare providers, order tests? We are relatively 

conservative as a group, not risk takers. We don't want to be wrong, miss 

something that could be treated. The Standards of Care within our 

professional organizations put us in a rather ambivalent position. If it can be 

shown that most healthcare providers would have ordered this series of tests 

and we did not, then there are liability issues (Anonymous,1994). Middle 

class clients, who equate good medical care with a raft of tests, feel that they 

are being shortchanged if there are no Holter monitors, angiographic or CT 

scans or stress tests included in an annual physical. If we try to explain why 

we think these tests are not valuable, those elderly who are worried about 

their cholesterol, blood pressure, or prostate feel that they are being "written 

off". Then,if you order the tests, get abnormal readings and decide not to 

treat them, there are more problems. After all, they all have friends with the 

same "number" on their cholesterol, blood pressure or PSA who are being 

treated with expensive therapies or medications. Since we are unclear about 

the boundaries which separate normal aging and disease, what do these tests 
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results really mean? In the United States, there seems to be a gradual rise in 

both systolic and diastolic pressure, weight, cholesterol and PSA's with 

aging. When in doubt, it seems more comfortable to be active, to "do 

something". Many adults, therefore, are put on treatments that are of 

questionable merit and only serves to reinforce the belief that they are in 

need of constant medical surveillance and treatments. 

In the United States, persons over the age of 65 represent over 12% of 

the population and this group has risen more rapidly than the population as a 

whole. This phenomenon, called the graying of America, has the following 

characteristics: 

1) By the year 2035, the 65 and over population will rise to 18-23 % of 

the population. 

2) The very old (late 70's and 80's) will become an increasingly larger 

portion of the of the elderly -from 38% to 47%. 

3) Women, with a longer life expectancy than men, will face increased 

years of widowhood. Males to females over the age of 65,100 women for 

every 65 men by the year 2000. 

4) The "boomers" will cause the number of aged to increase rapidly 

around the year 2010. 

5) The median age will rise, from 29 in 1977 to 37 in 2020. 

(Schulz,1985) 

If there is no change in the way we currently define health, illness and 

aging, our lives will become totally medicalized. This trend began in 

Victorian England. At that time Malthus turned the body into an absolute 

problem by being absolutely valued. In England, the body occupied the 



278 

center of a social discourse obsessed with sanitation, minimal bodily contact, 

and prevention of penetration. Thus, medical doctors became the experts in 

social problems as society, imagined to be ill, could only be kept alive by 

constant flushing, draining and excising (Gallagher 1987). With medical 

testing, American culture has raised the problematization of the body to a 

new level of sophistication. Although now we expect perfect health, tests can 

reveal hidden abnormalities or predictors of future illness for ourselves or our 

progeny. Therefore, we are never truly healthy anymore, we are waiting. We 

have become patients without a disease. 
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CHAPTER SEVEN 

WHAT DOES HEALTH PROMOTION, DISEASE PREVENTION AND 
WELLNESS MEAN TO THE ELDERLY? 

In this chapter, I will introduce the following topics: a consideration of 

how health is defined in relation to aging in the United States; a review and 

assessment of the rise of health promotion and disease prevention in the 

United States; an examination of behaviors engaged in by the lay population 

and health care providers performed in the name of health and a brief 

discussion about the efficacy and risks of these behaviors for older 

Americans. 

What defines health in an aeing society? 

Important demographic shifts have occurred in the West over the past 

century. These include an absolute increase in the number of older adults, 

decreased fertility rates, and a change in disease patterns from infectious to 

chronic diseases (Golini and Lori 1990, Stini, 1987; Tesh,1988). In the 

United States, people over age 65 represented 12.5% of the population in 

1989. This is a 21% increase since 1980. Within this older population, 

increases in the very old (85+) are most prominent. In 1989, the number of 

65-74 year olds was 8 times the number in 1900. However, the 85+ age group 

had increased by 24 times during that time. At the last census, the over 85 

year old group represented about 3 million Americans (U.S. Bureau of 

Census data 1990 AARP bulletin). It is projected that by 2030, there will be 
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more people over the age of 65 than children living in the United States 

(Lyons, 1991). The advent of middle age within the large Baby Boomer 

cohort, who began to turn 50 in 1996, has heightened interest and awareness 

in the social, cultural, political, medical and economic implications of aging. 

Older populations tend to have higher rates of morbidity and mortality 

due to chronic diseases. Neoplasms, diabetes and cardiovascular events 

increase in frequency with age (Forbes and Hirdes 1993, Lopez and Hanada 

1982, Myers 1987, Reid 1992, Stini 1987, Tesh 1988). Half the total 

mortality in the United States is due to heart attacks and cancers. Both these 

conditions are associated with aging (Tesh 1988). Although adults over the 

age of 65 comprise only 12.5% of the population, they account for over a 

third of the current health care bill (Lyons 1991). In the United States blame 

for our national "health care crisis" has increasingly been directed toward the 

elderly. There is a rising interest among insurers, health care providers and 

seniors in lowering medical costs by focusing on individual health promotion 

and disease prevention strategies among the elderly. 

Contrary to popular opinion, the current group of elderly Americans is 

neither stoic nor adverse to medical care. Existing data suggests there is 

greater reliance by the elderly upon the professional health care sector and a 

significant concern for preserving health (Reid 1992). An increasing number 

of chronic conditions associated with aging has heightened awareness and 

perceptions of disease severity among the elderly (Reid 1992). This is 

coupled with diminished trust in one's ability to self-diagnose problems and 

increased reliance on expert opinions about diagnosis and care (Giddens 1990 

& 1991). 
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Disease versus Aging 

In order to understand the scope of disease prevention for older adults, 

it is necessary to separate signs of disease from signs of aging. Grimley 

Evans has noted that this is like trying to differentiate the "undefined from 

the undefinable" (Blumenthal 1993). Trying to differentiate "normal aging" 

from diseases which may be prevented is neither a simple nor a new problem. 

Hippocrates equated aging and illness by relating both to an upset in the 

humoural balance. His student, Galen, felt that aging, like illness, was due to 

a loss of inner heat (Moore et al 1980). Many of the functional and 

biochemical changes seen within the aged population are diagnosed as 

diseases in younger adults. Commonly seen alterations in the middle third of 

the life span include menopause, increased incidence of reproductive tumors, 

some degree of atherosclerosis and osteoporosis. By the final third of the life 

span, cardiac and pulmonary reserve declines, temperature regulation is 

impaired, autoimmune responses increase, male fertility declines, the ability 

to focus on near objects lessens, atherosclerosis becomes widespread and 

arthritic alterations occur (Finch 1990). Other changes include gradual rises 

in both systolic and diastolic blood pressure, decreased creatinine clearance, 

glucose intolerance, and increasing cellular dysplasia. Contemporary debates 

among health care providers, medical researchers, geneticists and funding 

agencies demonstrate the problems in separating and identifying chronic 

disease from structural and biochemical changes due to aging 

(Goodwin, 1991, Rowe and Schneider 1990). 

Death is the outcome of both severe disease and aging. The question is, 

are the causes of aging and chronic disease the same or similar? Is there only 
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one underlying cause of either or both ? Causal explanations are 

constructions of reality which change as interests change (Mitchell and 

Mitchell 1980), so contemporary biological explanations of both aging and 

disease tend to dismiss older unicausai models (Cerami et al 1987, Rowe and 

Schneider,1990, Rusting 1992, Schneider,1992). These are regarded as too 

simplistic to deal with complex systems. Both scientific disease and aging 

models state that these are the sum of independent as well as interdependent 

causes. Single disease entities are not present in many clinical syndromes so 

that Koch's Postulates are not generally invoked within chronic cardiac, 

autoinmiune or renal disease models (Lancaster,1990). Autopsies done on old 

people rarely find a single cause of death. Contemporary epidemiological 

models of infectious disease have been modified to include other parameters. 

A virus, parasite or bacteria is considered a necessary, but not a sufficient 

cause for acute or chronic infections. 

Is it important to separate and differentiate, if possible, the causes of 

aging from those of chronic disease? By looking at the number of scientific, 

economic, ethical, popular and medical publications that address this issue, 

the answer seems to be a resounding '*yes"! As with many other scientific 

disciplines, the number of theoretical positions proposed seems inversely 

correlated to the level of our knowledge. These numerous different scientific 

theories about the hows and whys of aging can be divided into two general 

types: stochastic theories which postulate that aging events occur randomly 

and accumulate over time, and nonstochastic theories which argue that such 

processes are predetermined. 
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Stochastic models include catastrophic error, wear and tear, cross 

linkage and free radical theories (Rowe and Schneider 1990, Schneider 

1992). Error theorists maintain that there are impairments in genetic 

transcription and translation which, over time, lead to faulty protein synthesis 

and impaired cellular function. There are other stochastic models of aging 

which combine genetic and extrinsic causes. Radiation induced damage 

(Schneider 1992), telomeric shortening (Greider and Blackbum 1996) and 

mitochondrial DNA deletions have been included in the stochastic position 

(Rusting,1992). Wear and tear theories are related to models of the body 

organized around the machine metaphor (Amarasingham Rhodes 1990, 

Scheper-Hughes and Lxx:k 1987). In this case, the body is seen as a 

composite of irreplaceable parts which become damaged. This leads to the 

death of cells, tissues, organs and eventually the entire organism. Kirkwood's 

disposable soma theory is one of these models which lends theoretical 

support to proposals that aging results from the destruction of molecules 

caused by normal living (Schneider 1992). 

Kirkwood's theory aligns well with both Cerami's non-enzymatic 

glycosylation of proteins (Maillard, browning or cross linkage reactions) 

(Cerami et al 1987), and Denham Harmon's free radical damage theory 

(Rowe and Schneider 1990). In general, both of the latter theories of aging 

involve proteins and other intercellular macromolecules which are seen as 

factors in the development of age-related changes as well as conditions 

defmed as age-related diseases. Cerami's research position emerged from his 

study of diabetic-associated complications which include diminished 

sensation, early cataracts and renal disease. The fmdings suggested that 
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glucose couid play a role in tissue changes associated with both diabetes and 

aging. It is widely recognized that diabetics have an earlier onset of most 

chronic and degenerative diseases (Cerami et al 1987). Harmon's free radical 

model of aging states that highly reactive molecules can damage cell 

membranes and other proteins, enzymes and DNA. The most important 

source of free radicals is the metabolism of oxygen which yields superoxide 

radical 02. Followers of this position believe that this low level free radical 

damage is accumulative (Rowe and Schneider 1990). Many popular aging 

prevention behaviors arise from both Harmon's and Cerami's models. These 

include ingestion of antioxidants, chromium, trace minerals and vitamins. 

In addition, caloric restriction has been suggested as a way to retard the 

changes associated with both aging and chronic disease. Early research 

studies at Cornell showed that calorie deprived rodents lived and remained 

youthful longer. Average and maximum life span increased in these rodents 

as well as among protozoa, roundworms, fish and fruit flies with caloric 

restrictions of 30-50%. Data is non-existent for nourished humans but 

primate clinical trials are underway with both rhesus and squirrel monkeys 

(Weindruch 1996). 

Non-stochastic theories of aging include intrinsic pacemakers and 

progranuned genetic timetables which lead to a maximum life span that is 

species-specific. Sacker and others feel that approximately 200 human genes 

are involved in regulating aging (Schneider 1992). Early experiments which 

lend credence to nonrandom theories include Hayflick and Moorhead's 

demonstration of a finite number (50) of cell divisions in human fibroblast 
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cultures (Hayflick 1981) as well as loss of replicative ability with mutations 

of human chromosomes 1 and 4 (Rusting 1992). 

If there is conceptual disagreement about the cause of aging, is there a 

consensus about the process? Aging is currently viewed as an intrinsic, 

universal and progressive process (Blumenthal 1993, Williams 1992) while 

disease is seen as extrinsic, speciHc, treatable and preventable (Hayflick 

1976, Williams 1992). In aging, the criteria of universality means that the 

process must occur in all members of a species, although it may vary by 

gender. Some areas of dispute include questions about whether to modify 

portions of this universality criteria. Are rates of aging universal and uniform: 

Do some people have accelerated or delayed rates of changes within various 

tissues or organs (Forbes and Hirdes 1993) ? Some researchers and clinicians 

defme "accelerated rates of change" seen with aging as disease. Rowe and 

Schneider, for example, make clear distinctions between disease and age 

related changes. They divide the aged into successful and usual groups. 

Successful aging refers to people who demonstrate only physiologic 

decrements of age which are uncomplicated by disease, environmental 

exposures and life style factors. Usual or normal aging individuals show the 

combined effects of aging, disease processes, environmental and lifestyle 

factors (Rowe & Schneider,1990). Others use the terms "aging well" or 

"healthy aging" in an attempt to parse disease from aging. Each of these 

terms is value-laden and proscriptive rather than neutral and descriptive. 

Physiological, theoretical, practical, and moral questions about the nature of 

the aging process merge. 
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Another conceptual dispute among aging theorists involves timing. 

When does aging begin ? Some biologists feel that aging begins at birth while 

others see the process beginning only after sexual maturation. United States 

scientific and popular culture seem to define aging as a shaped, trajectory 

which ascends from birth to an adolescent peak (reproductive maturity and 

the initiation of thymic involution), plateaus and thereafter starts to decline. 

In this scenario, most of our lives will be spent "going downhill." In our 

cultural ambivalence toward "getting old", this "getting" seems to start rather 

young. The majority of models view aging as a progressive and irreversible 

process of degeneration over time. 

If this is aging, what criteria are used to recognize and differentiate 

manifestations of chronic disease from normal aging? While visual cues, 

available to almost everyone, tell us who is old, disease is generally defmed 

only by a qualified professional according to accepted standards (Wilson 

1970). Aging as process is contrasted with disease as thing. Diseases are 

conditions in which structure or function are disturbed in comparison with 

measurable and objective standards (Helman 1985, Kleinman 1980, 

Rockstein and Sussman 1979, Rossman,1979). Since the dividing line 

between structural and functional changes with age begins to approach the 

diagnostic criteria for chronic disease, where are the lines between normal 

aging and disease (deviance) drawn? If male muscle strength at age twenty is 

the reference marker, most of us would be defined as abnormal, weak or 

diseased. Issues here revolve around the definition of normal and the width of 

the accepted range (see Chapter Six). Some traditionalists, (Williams, Rowe, 

Hayfiick and Schneider) believe that aging is separable from chronic disease. 
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If chronic disease were eradicated, they conclude that 90% of our mortality 

could be eliminated and we would instead die from some homeostatic 

dysregulation (Hayflick 1976). Williams deflnes disease as specific (versus 

universal), abnormal (versus normal?) and potentially disabling (Williams 

1992) but this state seems to pertain more to acute than chronic conditions. 

Some theorists (Rockstein and Sussman 1979) subscribe to a threshold 

approach separating aging from disease. This model is concerned with age-

related changes which occur on a continuum. At the point where either a 

symptomatic or clinical threshold is exceeded, the condition is identified as a 

disease. Setting physiologic or functional norms for many parameters would 

define the amount of disease present within the population. As technological 

examination techniques become more sophisticated,however, the population 

ages, and ranges of normals narrow, the number and proportions of diseased 

or potentially diseased individuals will increase. 

A more ominous position in this debate is the construction of aging as 

a disease approach ( Stuhlmiller 1995). If the everyday life of the elderly 

becomes pathological, if life requires diagnosis and treatment, then aging 

becomes targeted for both prevention and cure. Since American culture 

doesn't view aging or death with grace (Cole 1992), this idea is intuitively 

appealing. However, aging-as-disease enlarges the scope of medical 

interventions into all areas of life. When viewed within a disease model, 

aging is associated with rises in resource expenditures. Resources must be 

spent on diagnostics, potential treatments and cures for aging. The 

assumption that age is a curative condition is glossed over by health care 

providers. Providers use the term "healthy for their age" which implies 
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differential standards of health for the old and the young but the important 

point for the elderly is that they are not given different schedules of 

therapeutic intervention based on these standards. Both young and old people 

are generally subjected to the same intense and aggressive treatments. 

The idea that disease, aging and other manifestations of life can be 

avoided, postponed or blamed on something or someone is hardly new. 

Devils, demons, spirits, genes, environmental toxins, lipids, lifestyle, 

cigarettes and modernity were and are blamed for sickness, aging and death. 

What seems to be new is the pervasive idea that we are capable of and under 

obligation to fix states which place us at "risk". Nothing is viewed as natural 

or non-problematic. Accordingly, people don't die from natural causes or old 

age. Instead, they must have a specific diagnosis of disease because our death 

certificates require a cause (Mitchell and Mitchell 1980). In our medical 

system, the diagnostic event implies a cure or at least some palliative 

treatment. The visibility of chronic diseases, disabilities, aging and death, 

thus, become increasingly problematic in a world with more old people. 

Instead of focusing on improvements in sanitation, fewer cyclic famines 

leading to more regular meals and some medical advancements which have 

allowed more of us to age, older Americans are being blamed and 

medicalized for their fortunate longevity. 

Why are some research scientists intent on differentiating aging from 

disease? Goodwin takes a political and economic look at distinctions between 

aging and disease. He notes that conditions defined as diseases get the larger 

share of research funding. Using senility as an example, Goodwin states that 

research in aging must compete with the Alzheimer's Foundation for grant 
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money. Since diseases are seen as curable, the money flows toward processes 

which provide the illusion of either control or treatment of a condition 

(Goodwin,1991). 

Defining Health 

If biological deHnitions of aging and disease are ambiguous or 

contradictory, how is health defined? The definitions of health and the 

subsequent way it is measured shapes the health care delivery system, the 

criteria for reimbursement and the location of responsibility for health and 

disease (Litva and Eyles 1994). Multiple definitions of health exist in our 

society. Westem medical professionals often see health as the polar opposite 

of disease, as a rather uninteresting residual category (Wilson,1970). Herzlich 

, for example, has identified at least three dimensions of health: health as the 

absence of disease, (a negatively defined symptom state); a state of reserve 

(Htness and resistance) and a state of balance or equilibrium (Herzlich,1983). 

In each case, health is founded upon some conception of normalcy and ideal. 

"Normal" carries with it both denotative meanings (normal aging, normal 

values) as well as connotative meanings associated with an image of a sense 

of adequacy (Wilson, 1970). Popular images of healthy bodies portray them 

as lean, strong, vibrant, youthful and energetic. In opposition to this ideal 

body image is the growing association of aging with disease and death. Aged 

bodies come to represent that which is abnormal and unhealthy (Scheper-

Hughes and Ijock 1987). Since childhood mortality has decreased in 

industrial countries, death has, in fact, increasingly become tied to aging. 

In opposition to the defmitions of health that view it in terms of a 

negation (the absence of disease) the World Health Organization (WHO) 
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deflnes health in a positive manner. It is a complete state of well-being. 

Health, equated with quality of life as a goal, is transformed into an 

individual marker and the basis for personal potential. Health is something 

you work at. Becoming healthy is a goal, not something you can take for 

granted (Litva and Eyles,1994). A positive approach seems essential to the 

idea of primary prevention but creates an almost infinite amount of pathology 

due to an unreachable criterion of perfect health. 

For many elderly people, the entire issue of health is becoming 

increasingly ambiguous. The elderly are continually being wamed by the 

United States biomedical establishment and the media to monitor bodily 

sensations. Which states are "normal" and which are pathological? How can a 

person know if they are healthy or ill? In the Wellness clinics, a conmion 

comment is " I am not sick but I don't feel well". What does feel well mean to 

an old person living in a country which defines health as "perfect well-

being"? Increased levels of education and affluence also tend to encourage 

both stricter definitions of health and diminished tolerance for any level of 

discomfort (Barsky,I988 a & 1988 b, Wilson 1970). An increasingly 

conmion view of health among my middle class elderly patients is that of 

"compensated illness". This means that the clients are diseased (because they 

have symptoms) but they are able to "cope with or compensate for" minor 

discomforts (because they are "hardy Americans"). 

There is a huge reservoir of self-limiting ailments that formerly didn't 

bring people to physicians (Barsky 1988). Common complaints among older 

adults include fatigue, headaches, backache. Joint stiffness, skin rashes, upper 

respiratory signs, dizziness and diarrhea. Fatigue can reflect occult blood loss 
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from anemias due to cancers and other diseases or it can be benign. Headache 

or dizziness could be warning signs of tumors, aneurysms, hypertensive 

crises or transient ischemic attacks. Upper respiratory symptoms could be 

pneumonia. Diarrhea could be indicative of colon cancer. Surveys report that 

86-95% of the general population experience at least one symptom in any 

given 2-4 week interval (Barsky,1988, Barsky and Bonis 1995, Verbrugge 

1984 & 1987). Which sensations, if any, are indicators of disease? Older 

adults have also been made aware of possible linkages between their own 

health and the health status of relatives. Moreover, older adults often have 

relatives, friends or acquaintances who have had severe pathology with 

minimal symptoms. Increasingly it appears that anything could be serious! In 

addition to the uncertain meaning of symptoms to the clients, practitioners are 

always faced with the '*what if' problem. What if I miss something that is 

serious and someone dies as a result of my failure? Therefore, we often order 

a diagnostic work-up and tests to rule out the possibility of serious but rare 

conditions. 

The Concept of Prevention 

Minimally, the above clients exhibit symptoms. What about the current 

practice of mass screening asymptomatic individuals in order to prevent 

various diseases? The whole idea of preventive treatment presupposes that 

you have a clear idea of what is being prevented. As I have shown, concepts 

of aging and chronic disease are muddled, complex and often contradictory. 

Both the general idea of prevention and the specific objects of prevention are 

influenced by cultural interpretations. In the United States, the whole 

discourse on prevention and recommended behavioral changes are fraught 
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with ambiguities and self-contradictions. If prevention is so complicated and 

conceptually complex, how did it come to dominate the popular and medical 

discourse? How did ideas about disease prevention influence our collective 

and individual standards of normality as well as responsibility for matters of 

health? 

Prevention is a broad term that includes all types of strategies to arrest 

the disease process or maintain a state of health. Primary prevention refers to 

an intervention that does not allow a disease process to begin. Vaccines and 

isolation techniques are examples. Secondary prevention includes procedures 

for flnding disease at an early stage with mass screening techniques. Tertiary 

prevention includes treatments thought to extend life or increase the quality 

of life. Even primary prevention recommendations for the elderly focus on 

individual health habits as though something, chronic disease or death, can be 

prevented (see table 7.1 below). 

Table 7.1 
Recommendatioas for preventive services for the elderiy 
Source: P.S.Gennan and L.P.Fried 1989 Annual Review of Public Health 10:319-32 

Primary Secondary 
1. Improved Health Habits 
in relation to smoking, 
alcohol, obesity, diet, 
physical inactivity, 
and sleep disturbances 

2. Immunizations 
3. Injury Prevention 
4. latrogenesis Prevention 
5. Osteoporosis Prevention 

1. Screening tests 
for hypertension, 
diabetes, dental ^sease, 
hearing, visual deficits, 
medication side effects, 
cancers, anemias, 
depression, incontinence, 
and risk of falls. 

2. Hypertension control for 
stroke prevention 

Tertiary 
1. Rehabilitation for 
physical, cognitive, 
and functional deficits 

2. Care giver Support 

3. Pain Control 
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The classic model of prevention programs is mass vaccination. 

Campaigns to inoculate older adults against influenza and pneumonia and 

children against polio, mumps, measles and rubella are the crown jewels of 

public health. With chronic diseases, however, the causes are complex and 

often unknown. Associated risk factors are often cited as if they were causal 

in these cases. The Multiple Risk Factor Intervention Trial (MRFTT) was 

conducted by the National Heart, Lung and Blood Institute. It cost $115 

million and the return was supposed to be a great reduction in cardiovascular 

mortality. The control group received standard medical care while the 

intervention group received education and/or treatment for smoking, 

hypertension and cholesterol. There were differences in cardiovascular 

morbidity but not total mortality in the special care group. Furthermore, those 

patients placed on anti-hypertensive medications who had rhythm 

disturbances had a higher mortality rate (29.2/1000 versus 17.7/1000) which 

was thought to be caused bv the drug treatment (Goodman and Goodman 

1986). Drug research protocols generally exclude those with pre-existing 

conditions, the elderly and women of childbearing age. Therefore, 

intervention trials which target high risk individuals like MRFTT often have 

unexpected problems with drug interactions, compliance and side effects. 

Since 250,000 American females die annually from coronary heart disease, 

they are seen as a new and expanding market for medical interventions. 

However, most of the major coronary research studies (MRFTT) and 

pharmacologic trials (United States Physicians Study) have avoided women 

and minorities as subjects. The reason for female exclusion in Phase I 

Clinical Drug Trials is said to be potential reproductive problems leading to 
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fetal damage and litigation (Holloway and Yam 1992). Therefore, models for 

medical intervention rest upon responses of young and middle aged 

Caucasian males. All clinical trials are based on the assumption of sameness. 

A human is a human. However, once any drug appears on the market, it is 

used on all groups,even those who never received any evaluation (women, 

minorities and the elderly). Therefore, since minorities, women and the 

elderly pay for and take "untested on them" medicines, it is as if they are 

paying for their own clinical trial. 

In chapter 3 of this dissertation, I discussed diet and it's perceived role 

in the genesis of heart disease. I will use as an example of the problem of 

prevention in chronic disease, the rise of yet another preventative diet, the 

cancer prevention diet. Affluent countries conmionly have a high meat and 

fat content in their customary diets. This was correlated with higher rates of 

certain cancers. The intellectual leap from high fat intake and high cancer 

rates to the idea that by reducing fat intake one could prevent cancer is 

problematic. Dietary intake of fat in Greece and Israel are similar but the 

breast cancer rates in Greece are 1/4 that of Israel. Spain, with a slightly 

higher dietetic fat intake than France and Italy, has 3 times less breast cancer. 

Garland's 19 year study of men suggests that a diet rich in vitamin D is 

somewhat protective against colo-rectal cancers. These are the same foods 

that are generally restricted in cancer prevention diets (Garland et al 1985). 

The diet promoted by the National Cancer Research Committee(NRC) 

suggests a 25% reduction in fat, the avoidance of salt-cured and smoked 

meats along with increased fiber and vegetable intake. Does this diet sound 

familiar? The similarity in moral tone and the rhetoric about fat (being and 
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eating), red meat, salt, sugar and caffeine are essentially the same for cardiac, 

diabetic, stroke and cancer prevention. The GNP, however, is just as potent a 

factor correlated with cancer than any diet (Armstrong and Doll 1975). 

There are other problems with prevention modalities. In the 1940s, 

children were given radiation treatments post tonsillectomy to prevent the 

tonsilar tissue from returning. Later, it was noted that these patients had a 

higher rate of thyroid cancer than those who were not treated. Women are 

subjected to prophylactic mastectomies, hysterectomies, and tamoxifen to 

reduce their risk for breast and uterine cancers (Gifford 1986, Goodman and 

Goodman 1986, Mastrangelo 1993). Anxiety and fear are generated by some 

of the marketing campaigns in the name of prevention. Data that contradicts 

or does not fit the existing theory tend to be ignored by education and 

informational institutions, health professionals and the food industry. 

Health Promotion 

A more insidious campaign involves health promotion. The current 

wave of social marketing to persuade all Americans to change their 

"lifestyle" follows from positive defmitions of health-as-goal promulgated by 

the World Health Organization as well as the United States Surgeon General 

(Chapman Walsh et al 1993). There are both new and historical reasons for 

the rising interest in health promotion in the United States. A recent 

explanation for increasing interest in health promotion arises from the 

demographic and epidemiologic transition in developed countries. As the 

population ages, more people are diagnosed with various degenerative and 

chronic ailments. Functional and structural changes are related to both age 

and disease. Are the processes one and the same? These overlapping areas are 



296 

rarely mentioned in health promotion literature. Another compelling new 

reason for support of health promotion programs is the amount of money 

spent on health and disease in the United States. In comparison with other 

nations, we appear to spend more and get less. This economic health care 

crisis is used by policy makers, insurance plans and corporations to 

restructure the way health care is and will be managed. Dire economic 

predictions about the demise of Social Security, Medicare and Medicaid lend 

support to blaming old people (who are sick by definition), the poor (who 

don't have insurance) and the minorities (who don't take care of themselves). 

Health promotion as a rhetoric is used to shift the blame for health care costs 

onto these scapegoats by taking a "personal responsibility for health" 

approach which assumes that these groups are to blame for their inadequate 

health promotive behaviors. Data from the Matched Records Study, however, 

show inverse relationships between an individual's socioeconomic and health 

status. In fact, the United States Public Health Service consistently reports 

economic status as a correlate of health status (Slater and Carlton 1985). 

Other research studies, however, which identify statistical and 

epidemiological risk factors encourage the belief that health 

promotion/disease prevention can reduce the levels of these factors. 

Reification transforms these risk factors into diseases (high cholesterol, for 

example) which reside within the individual. Both the economic costs and the 

utilization of high technology biomedical diagnostic and treatment 

interventions (bypass grafts, organ transplants, angiograms, angioplasties, 

kidney dialysis) have escalated so that the emphasis has shifted from cure to 

prevention (Knowles 1977). There is increased funding for lifestyle and 



behavior modification screening programs. These focus on individual 

behaviors, not structural or ideological changes which are regarded as 

prohibitively expensive. The most conmion payment method for health care 

is from third party payers (insurance companies, capitated health maintenance 

organizations, corporations, state and local governments), and these agencies 

have fmancial incentives to lower costs for their systems. Prevention is 

regarded as less expensive than cure. This is true whether or not the 

behavioral change leads to reductions in morbidity or mortality (Tesh 1988). 

Prevention is individual and changing behaviors does not necessitate any 

structural changes in the biomedical health care complex. Finally there 

is another, more personal, reason for the enthusiastic response to 

prevention/promotion campaigns. Promotion campaigns lend credence to the 

idea that we can control our destinies with work, will-power and individual 

determination. We are active agents in our life course rather than mere 

animals that sicken, age and die. 

Historically speaking, the current ideological wave of health promotion 

follows a long American tradition of temperance, cleanliness, diet 

restrictions, sexual moderation and fresh air. Simply defined, health 

promotion involves the development of behaviors seen to improve functional 

ability as well as to increase adaptation to changing environments (Ward 

1984). The emphasis is on the importance of lifestyle in personal health 

improvement (Gilford 1988). At the turn of the last century, there was a surge 

of "healthy behaviors" as well. Discussions about Sylvester Graham and 

Kellogg are included in chapter three (the rise of the American diet). The 

current resurgence of health promotion began in the 1960s. Renewal of 
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emphasis has been attributed to populist ideas about health (a backlash 

against professional dominance),a political ploy on the part of the 

government to divert attention from other concerns (nuclear war, poverty and 

a widening economic gap between classes) and epidemiological evidence that 

the public must modify their behaviors (Gillick 1984). 

In the 1960s, the realization that modem medicine could not cure 

mortality hit middle class male professionals at a bad psychological time. 

They were reaching middle age, saw signs of their own mortality and had 

come to' believe that medicine was the savior. They had seen amazing and 

almost miraculous medical advances such as antibiotics, dialysis machines, 

coronary bypass grafts, insulin therapy, intensive care units and organ 

transplants. Given enough funds for research, medical science could 

accomplish anything! My informants lived through these discoveries and 

their expectations about the medical system were profoundly changed. 

However, when parents, siblings and friends continued to become sick and 

die, these middle and upper class people became confused, paranoid, fearful, 

cynical and angry about the limits of modem medical treatments. 

The rhetoric of disease prevention, wellness and health promotion 

pervades medical and lay literature. Indeed, a very popular adult magazine is 

even named Prevention. People who attend the Wellness clinics, some of my 

informants (the retired nurses), and other health care providers read and 

follow suggestions from this magazine. Most of their information about 

antioxidants, herbal or natural remedies and anti-aging strategies come from 

its pages so I subscribed to the magazine as a source of "expert knowledge". 

The magazine is packed with articles and advertisements about reducing high 



299 

cholesterol, ways to retard aging, anti-baldness drugs, weight loss products 

and diets, methods to increase and retain memory, ways to reduce stress and 

various exercise regimes. This magazine is meant for middle aged and older 

middle class adults. 

Also catering to this particular market are The Berkeley Wellness 

Letter (University of California), Wellness Letter for People over 50 (Johns 

Hopkins), Consumer Reports Health Letter and Harvard Health Letter. Many 

articles in these letters are directed to mature adults. Each stresses individual 

behavioral change (diets, smoking cessation, stress reduction, exercise) to 

prevent illness and disease. The term lifestyle is common in all the health 

promotion and disease prevention literature although it is rarely defmedi^. 

Lifestyle has emerged as the linking concept between individual risk 

factors and health promotion at the population level (Davison, Frankel & 

Smith,1992). The belief that diet, exercise, emotions and cleanliness affect 

health certainly is not new. Similar ideas arose with the Greeks who also 

regarded disease as an issue for individuals and not the political order 

(Tesh,1988). In a similar manner, in contemporary publications, prevention 

and wellness focus on individual behavioral change. 

Prevention through lifestyle change is commonly invoked when the 

causative agent of an illness has not been identified. Two influential 

documents which focused on illness prevention and health promotion were 

published in the 1970s. One was the 1974 Lalonde report in Canada and the 

17Weber was the first to stress the style of life as a means of social identification and 
differentiation (Backett & Davison, 1995). Giddens defines lifestyle as a set of behavioral 
choices among many options (Giddens, 1991). Generally, lifestyle refers to patterns of 
conduct for the individual as well as an expression of group coherence. 
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other was the 1979 Department of Health Education and Welfare's position 

paper. Both these policy statements recognized the limitations of medical 

care in improving the health status of their citizens. Four contributing factors 

to disease were listed in these papers. They were the following: unhealthy 

lifestyles; environmental hazards; human biology or genetics, and problems 

within the health care system (Walker 1994). The Canadian report weighted 

each of the four factors equally while the United States report from the 

Surgeon General attributed 50% to lifestyle factors. The United States 

Department of Health and Human Services has been the most vocal about this 

hypothesis. Specific goals for the elderly in the 1979 report (Healthy People) 

included the reduction of days of restricted activity caused by either chronic 

or acute conditions by 20% by 1990. The major emphasis was on dietetic 

modifications to prevent cancer, heart disease, diabetes and hypertension. 

There were anti-smoking, anti-stress and pro-exercise components as well. 

The role of diet in these conditions is contested and evidence from other 

countries tends to obscure the fact that there are additional differences 

between these populations in the United States and other countries. With 

meager or contested evidence, however, lifestyle issues have remained at the 

center of United States chronic disease policy. Tesh (1988) points to 3 

possible explanations. First, the practices required have become associated 

with individualism and upward mobility. Most of my patients say they are on 

a low cholesterol ("almost never have red meat"), high fiber ("never eat white 

bread"), low salt ("never add salt") diet. Second, there is an illusion of control 

over disease in a time when things seem quite beyond an individual's ability 

to control anything. Third, policy makers say these individual changes may 
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decrease medical costs (Tesh,1988). The most seductive part of the lifestyle 

theory is that it requires no structural changes in the existing power system. It 

is clear that the poor have higher morbidity from all the chronic diseases so, 

even if the scientific data were sound, the lifestyle theory does not address 

their inability to change behaviors given economic limitations (Serow and 

Sly,1988). 

A large proportion of my clinic time is spent reviewing and attempting 

to modify the health behaviors of the elderly clients. When couples attend the 

clinic, it is generally the wife who wants her husband tested for something or 

wants his behavior changed. The husbands will say, "My wife wants me to 

quit smoking, go on a diet, start to exercise and go to the doctor". These 

vulnerable older women are afraid of becoming widows. They look around 

and see other people's husbands die. They want to be in control of their 

destinies and are often relentless in the pursuit of health for their spouses. 

This may be a reason for the lowered mortality rates for married as compared 

to single elderly men. Women seem to be family health guardians and assume 

the responsibility for purchases of vitamins, bran cereals and other health 

related items (Umberson,1992). However, healthy behaviors are not rated 

equally and some receive more interest than others. 

As I listened and watched my co-workers and clients, I noticed a lack 

of coherency, constancy and consistency between health talk and health 

behaviors. These inconsistencies appeared in the media as well. Public Health 

recommendations for exercise duration and intensity changed almost 

monthly. Once sinful foods (shrimp, olive oil and red wine), were 

transformed into elixirs of health. Vitamins were useless, then good and later 
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became bad. Stress was necessary but needed reduction through various 

techniques which waxed and waned. The November 1993 issue of the 

Wellness Letter reported on the relaxed guidelines for exercise. The previous 

recommendation was strenuous exercise for 20 minutes, three to five times 

per week. Why did the guidelines change? It should not be surprising if, with 

every health report, the average person who paid attention to all the advice, 

became cynical (Becker 1986). 

My field notes confirmed that, as individuals,we hold a mix of beliefs 

and behaviors. A nurse practitioner smokes, takes antioxidant vitamins and 

jogs. An elderly Jewish lady eats low cholesterol "egg beaters" along with 

bacon, ham and sausage. People at Voyager attend water aerobic exercise 

classes at the pool but drive an electric golf cart the 3/4 mile to and from the 

classes. Mall Walkers (adults who take their portable Walkmans and stride 

around the mall at the crack of dawn) drive around the El Con parking lot to 

get a parking place as close to the entrance as possible for their "walk". It 

seems that any behavior must be clearly designated by clothes, equipment or 

conscious thought to be defined as healthy. Much "health behavior" is token, 

that is, a token act performed in the name of health which gives people a 

sense that they are doing something "good", "correct", "scientific". This 

designates the people who are doing these behaviors as "responsible." 

In formal and informal talks in the clinics and elsewhere, I asked 

questions about health, health risks and healthy behaviors (diet, exercise and 

drugs). In many instances, I observed differences between the statements and 

the reality. Almost everyone agreed that low fat diets, a regular exercise 

program, some form of stress reduction, taking supplemental vitamins and 
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following the doctor's orders were required to avoid disease and stay healthy. 

Most informants, including the health care providers, did few of these 

recommended behaviors. 

Types of Health Behaviors: Add-ons and Take-awavs 

Two general categories of health behaviors emerged from formal and 

informal interviews. I call them the "add-ons" and "take-aways." The older 

informants appeared more receptive toward adding-on objects or behaviors to 

their daily routine (vitamins, herbs, prescription medications, exercise, seat 

belts, sunscreen, meditation, flu shots) than to eliminating things or behaviors 

(motorized golf carts for traveling around the park, thick marbled steaks, old 

fashioned ice cream, cookies made with butter, the social use of alcohol, naps 

in the afternoon, Denny's super slam breakfasts or the All You Can Eat 

Buffets around town). A notable exception to the lack of popularity 

surrounding take-away behaviors concerns smoking. According to the 1994 

Arizona Behavioral Risk Survey, 23.0% of all residents of Arizona identified 

themselves as smokers. More females (24.7%) said they were smokers than 

males (21.2%). However, it was the youngest groups, ages 18-24, who had 

the greatest incidence of smoking (33.5%). Of those over the age of 65, only 

14.0% identified themselves as current smokers (Arizona Department of 

Health Services, 1994). Although two clients and one nurse practitioner 

remain smokers, all the other informants who smoked have become ex-

smokers. From the 1988 survey in Green Valley only 13.1% (269/2059) 

were current smokers (Appendix A). This percentage agrees with the state 

figure of 14 % for older residents. Later, a second survey was administered to 

a small sample (n=34) as a means to check on the range of ideas and practices 
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reported by my informants (Table 16). Only two people (2/34) even 

mentioned smoking in relation to health. Few clinic attenders were current 

smokers and most of the ex-smokers were zealous non-smokers. However, 

smoking and quitting remained hot topics (no pun intended). In many of the 

clinics, complaints about weight gain were usually directly and causally 

related to smoking cessation. There is a fierce moral discourse about smoking 

among the clinic population. The "Well, I could do it and they can do it too" 

or "What a totally disgusting habit" and 'They stink of cigarettes" remarks 

were conmionly made by former female smokers about thin women smokers. 

"She would be as fat as me, fatter probably, if she didn't smoke" muttered 

some of the volunteers. 

The add-on behaviors commonly consisted of either ingesting some 

supplemental vitamin or engaging in some physical activity. Add-on 

activities are a way to pursue being well. To the younger retirees, these 

healthy behaviors seem to serve as a replacement for employment. To 

maintain present health or to become healthy and flt is hard work. This is 

particularly so if you are older and have arthritis, heart or lung problems. 

However, working-at-it or working-out is something that Americans seem to 

espouse (Aldridge 1996). 

Add-On Health Behaviors 

In the remaining section of this chapter, I will review the most 

common add-on health behaviors and compare these with survey data I took 

from three clinics in 1993 and 1994 (Voyager, Villa Serenas and Valley 

Presbyterian-Appendix R). These responses will be compared to a large 

survey taken from Green Valley in 1988 (Appendix A). The second survey 
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(n=34) excluded informants but included people with similar demographic 

profiles who attended other Carondelet Wellness clinics. 

In terms of becoming and staying healthy, did others take vitamins and 

minerals, walk for exercise, go on diets, attempt some form of stress 

reduction and have medical tests? The survey included some demographic 

information (age, education, blood pressure, cholesterol level and 

medications/ vitamins) as well as two questions; What do I do to get healthv 

and what do I do to stay healthy? Responses to open ended questions are 

reported in Appendix R. 

Since therapeutic diets (Chapter Three) and testing (Chapter Six) have 

already been covered in detail. I will review the next four most common add

on health related behaviors. These include supplemental vitamin, mineral and 

herbal intake, an aspirin a day, stress reduction and exercise and stress 

reduction. 

Medicine Use 

A common add-on health behavior among clients of the Wellness 

Clinics was the ingestion of over-the-counter drugs. Taking some form of 

pharmacologically active substance, with or without professional advice, is 

the most common and oldest health related behavior in human society 

(Bush,1977, Conrad 1985, Hayden and Peterson 1978, Pellegrino 1976, 

Snyder,1983). Taking something is an essential component in all forms of 

self-care (Dean 1981). In my research Hndings, these included supplemental 

vitamins, minerals, herbs, aspirin, laxatives, pain pills and allergy remedies. 

All Americans, not just the elderly, use patent, prescription and herbal 

drugs. However, since older adults are more prone to symptoms that now 
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seen to require treatment, they remain the high users. Current literature 

(Moore & Johnson, 1993; Falvo et al, 1990) and my surveys confirmed this 

observation. There is continuous segmental marketing of non-prescription 

drugs to the older population on day time television. Ads for Pepcid, Zantac, 

Lactaid and Maalox speak to the elderly gastrointestinal tract. Seasonal 

advertisements for allergy remedies are common. Rogaine, Geritol, Centrum 

Silver and other supplements focus on rejuvenation. These commercials are 

certainly biased in that they never allude to the side effects and extend the 

common usages of the medicines. To me, however, the most insidious effect 

of these advertisements is the re-definition of normal feelings and behavior 

that they portray (Hayden & Peterson,1978). For example, a slim, trim and 

active grey-haired couple are seen bike riding along a country road. They are 

obviously happy, well dressed, healthy and married. Therefore, the standards 

of normality for older adults become Anglo, well-off, heterosexual, married, 

and full of vim and vigor. This surely represents an idealized portrait of 

white, middle class America. Since my informants were specifically chosen 

from this group, this ad represents the "should be" reality to them. 

Some of the same ads could be used for marketing real estate in Green 

Valley which is largely middle class, white, retirees. For part of my research 

data collection, a large Green Valley group were asked about current 

medication use. This definition included both over the counter and 

prescription drugs. 14.1% (286/2032) specifically recorded taking 

supplemental vitamins or minerals. However, which ones were unspecified. 

In my clinic survey (n=34), supplemental vitamins and minerals were 

categorized under getting healthy (4), staying healthy (1) or current vitamins 
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and medications (13). Since my clinical observations revealed that people did 

not regard vitamins as medications, I included this category under the 

demographic data (current vitamins and medications). Over a third, 13/34 

were taking supplements. In the future, I recommend that all medication 

questionnaires be more speciflc and include questions about minerals like 

calcium, vitamins, herbals, pain pills, laxatives and allergy tablets. Hopefully, 

this wording will increase the accuracy of drug histories and encourage 

discussion about other "health promoting "behaviors. 

Part of our intake data for the Wellness Qinic is a medication record. I 

found that not only do patients omit pharmacologically active substances but 

patients/clients actually categorize medications quite differently from 

providers. Initially, I asked each client, "What medications are you on?". This 

would seem to be a routine, common and simple question but as we have 

seen, it is not simple. The current use of the word drug has both a moral, a 

social and a pharmacologic meaning. Many of the clients said " I hate 

medication and I don't take any drugs"^^. Before working at the clinics, I 

believed that statement. I inserted "no medications" at the top of the problem 

list for the clients. Now, I question people particularly closely for the "I hate 

drug" group is the most likely to be on a slew of vitamins, herbs and mineral 

supplements (see above). I always ask if they take any preventive substances 

many of these older adults, the word drugs implies some illegal substances. 
Therefore, they don't wish to be associated with "things like that". When many of the 
clinic clients answer questions about drugs, it is in a rather defensive and hostile tone. 
The odd, and rather humorous, flip side of the use of the word drug, involves places like 
hospitals and nursing homes. Holy Family Skilled Care Facility has a "This facility is 
drug free" sign on the door. Holy Family is an in-patient facility where each resident is 
on a number of drugs and the main task of the professional nursing staff is to administer 
drugs!! 
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like vitamins, garlic pills or herbal teas. After that list is relatively complete, I 

ask about treatments for pain, colds, upset stomach or flu?. At Voyager 

Clinic, almost all the retirees change the no medicine statements to "Oh, of 

course, let me see, I take Vitamin C, Vitamin E, Beta Carotene and Niacin". 

Then they might add," When I remember, I take a little lecithin, garlic tabs, 

herbal tea, chromium and calcium (Tums). When I need them, I take those 

a n t i h i s t a m i n e s  t h a t  t h e  d o c t o r  g a v e  m e  a n d  t h e  p a i n  p i l l s  f r o m  t h e  d e n t i s t I  

would consider these substances as drugs with a potential for interactions. In 

most pharmacology texts these are generally called drug/drug interactions. 

One of the most common iatrogenic causes of emergency admissions in the 

elderly are due to drug interactions (Semla, Beizer and Higbee 1995). 

Therefore, the flnding that so many of our drug histories are incomplete has 

considerable implications for future studies about the health of the elderly. 

Although the list of supplemental herbals, teas, minerals and vitamins taken 

by the clinic clients and informants is large, I will review only the most 

conmion of these OTCs. This includes the vitamins C and E, Beta Carotene, 

chromium and one aspirin a day^^. So, what are these substances called 

vitamins? 

What are Vitamins? 

Vitamins are essential nutrients composed of carbon compounds which 

are found in food. Some function as co-enzymes in anabolism, others are 

used in metabolism. Vitamins supply neither energy nor tissue building 

materials. They have not been demonstrated to cure any illness other than the 

Most of the older patients added one regular or baby aspirin to their daily medicines 
without consulting any health care provider. Patients either read or heard about a 
decreased risk of stroke secondary to aspirin use. 
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ones resulting from a deficiency (National Dairy Council 1979). 

Combinations of vitamins and minerals are marketed all over the world, 

however. In many countries, these extremely popular mixtures are sold in 

elixir or tonic form (Silverman 1982). 

In the United States, the advent of the "vitamin era" extended from the 

1930s into the 1940s. Lind is credited with the citrus-scurvy connection in 

1753 but it was 1932 before ascorbic acid was isolated (Howell 1989). Funk 

coined the word vitamin by combining ''vita'Xessential for life) and 

"amine"(essential amino acids). In 1913, the isolation of vitamin A caused a 

research frenzy and by the middle of the 1940s, most of the vitamins and 

minerals had been isolated and synthesized. Most of the Wellness clients 

remember the forties as a time of miracle cures and medical breakthroughs 

due to antibiotics and vitamins which still seem to be endowed with a kind of 

miraculous aura (Clark 1988). 

Vitamins have undergone a major marketing transformation in my 

lifetime. In the 1950s, vitamin supplements were regarded as unnecessary but 

harmless if you ate a balanced diet. In the early 1960s, while I was in nursing 

school, water soluble vitamins were seen as producers of odorous and 

expensive urine. During the late 1970s, vitamins came to be seen as both 

problematic and dangerous. However, in the 1990s, vitamins have become 

one of the biggest growth areas in drug marketing. In both the United States 

and the United Kingdom, the number of brands of vitamin preparations have 

soared. A coupon from the weekly paper hypes, "Different People, Different 

Needs, Different One-A-Days". There are One-A-Day Men's, Women's and 
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55 Plus multivitamins^o. A great commercial advantage of vitamins is that 

you take them all the time. You take vitamins to get well and keep well. 

Magazines and papers refer to "hefty doses of fruits and vegetables that 

contain vitamin C, E and Beta-carotene'\ These three are often marketed 

together as a "protective unit or all purpose treatment." 

Medical researchers and pharmaceutical companies are actively 

involved in isolating the essential preventive vitamins and minerals in food to 

make a wonder pill that will prevent cancer, heart disease and other chronic 

problems. Prevention Magazine always has at least one article about a youth 

restoring, memory aiding or curative vitamin. Many of the vegetarian and 

alternative health joumals tout supplemental but natural herbal, vitamin or 

mineral intake (The Yoga Journal. East-West Journal of the Healing Arts). 

However, food remains the original and best source of vitamins. I have listed 

the United States RDA's, the food sources and the major functions for 

vitamins A, C, and E in Appendix T. 

It became apparent that almost everyone at Voyager was taking some 

supplement. Therefore, I began asking about usual dosages of vitamin C, 

vitamin E, beta carotene, chromium, omega-3 capsules and calcium. I added 

these to the client medication sheet for several reasons which include the 

following: these substances would be viewed as pharmacologically active; 

they are not unimportant; they may have "side effects"2i; and they may 

^Orhe men's formula contains 11 essential vitamins including 100% U.S.RDA of folic acid, 
increased levels of smtioxidants and B-vitamins. The women's also has these 11 essential 
vitamins including 100% U.S.RDA folic acid plus extra calcium, iron and zinc. The 55 Plus 
has more of 7 essential vitamins for your changing needs (manufacturers coupon). 

1 have concerns about the use of this concept. The idea that a drug has a core effect and 
these other physiologic effects are "out to the side or on the side" is ludicrous. The effects 
are part and parcel of the way the individual drug works, not something ephemeral. In 
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interact with other drugs, tests (guaic stool tests, for example) or foods that 

the client is currently taking. Some of these people take consistently large 

daily doses of Vitamin C (one to two grams) and then add more Vitamin C to 

protect them from colds and the flu (field notes). Vitamin C has become 

almost a universal panacea. It is said to reduce cholesterol, protect against 

heart disease, prevent allergies, cure infections and relieve arthritis. Linus 

Pauling gave this vitamin a high profile and scientific 'Validity" because " He 

won a Nobel for that, didn't he?". Interestingly, few of the clients actually 

knew the doses of their daily supplements. These substances, unlike drugs, 

are assumed to be "completely safe in any dose." When I mention that the fat 

soluble vitamins are stored within the body and can cause problems, some 

clients seem quite shocked. 

The next most common supplement taken by the clinic attenders is 

Vitamin E. Although C is ingested by both sexes, E is taken by quite a 

number of the men at Voyager. This miracle vitamin is associated with the 

following: E enhances sexual performance as E is for Erection, improves 

muscle strength and stamina, helps to avoid wrinkles, slows the aging process 

and cleans out the arteries (field notes). 

Although vitamin-taking is viewed professionally as an unnecessary, 

expensive placebo, it is interesting that most of the current and retired health 

care provider informants took more supplemental vitamins, minerals and 

herbs than the non-professional informants (field notes and interview data). 

An internal medicine physician, who used to work with a low income 

fact, the major reason given by patients for discontinuing medications is "problems from 
side effects" (Falvo et al, 1990). 
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population, stated that he rarely asked the clients about supplementals but, 

when he did, they were often taking the following: 

Charlie G (MD A lot of the Hispanics and Yaquis are on herbal stuff but I don't 
very often get that history. I've heard that they are but, from other sources. Usually they 
are on a mdtivitamin or vitamin C, lots of vitamin E. 

<Why are they taking vitamin C?> 
Cause they heard it is good for them and to prevent cancer and I don't know what else. 

< and vitamin E?> 
I think with some of them, it is probably because they have heard that it is good for sexual 
functioning and for some of them, because it has, because they have heard it prevents 
cancer. I don't often ask them why they are on that sort of thing. 

<Are you taking any vitamins?> 
Yuh (laughing), I take vitamin C and E and a multivitamin to prevent cancer. I take at 
least 1000 of vitamin C a day and vitamin E, I forget. I think it is 300 or 400 units. 

<And why the multivitamin?> 
I want to get a liMe B for a cancer preventative and some A. I also sometimes take an 
aspirin a ^y, very intermittently. 

lona, a retired registered nurse who works at one of the Green Valley 

Clinics, takes several supplements including lecithin for the following 

reasons: 
lona L (RN) We take a multivitamin, like a Theragram M and I take lecithin so that 

my brain won't turn into a marshmallow. You see, my mother died in 1983 at the age of 

87 and she had been nonverbal for the last, from when she was 75 years old until she was 

87 when she died which is 12 years. The last seven of those years she had been nonverbal 

and they said that she had hardening of the arteries and was not getting any oxygen to her 

brain. And so she just, kind of, you know, lived along and she didn't know whether she 

was in \^sconsin. But when they did the embalming or attempted to do the embalming, 

they said they could not get into either of the carotid arteries. They were so hardened and 

so I just figure, well, they say that lecithin is supposed to help in that 

<Now, where did you see, read that?> 

Oh, well, I'm not sure exactly where I heard it but it is supposed to promote brain function 

or something, isn't it? Keep the cells alive or? Let me tell you where I think I got it. Let 

me get the book. (life Extension).We.(her husband Clarence), started taking vitamin E 

because Clarence has a migraine type headache and it was recommended for migraines 

headaches.. Well, let me see. We are kind of freaky that way (by taking lots of vitamins). 
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We take the multivitamin, like Theragram M. I take that and vitamin E. I take calcium 

because I am not a milk drinker. 

<what dose of calcium are you on?> 

Let's see, where is the bottle. Is it 600, does that sound right?. And vitamin E is 400 and 

lecithin is 19 grains and vitamin C, 500 and we take potassium too. He got leg cramps and 

they are recommended for leg cramps and we found that if he took them at night, he 

didn't't have the leg cramps at night in bed. 

Zora, a retired nurse practitioner who helps at Villa Serenas takes a 

number of prescribed drugs, (Premarin, Synthroid, Lanoxin, Ecotrin, Norpace 

Extent Tabs and Zestril), as well as 500 mg. of Vitamin C, 4001.U. Vitamin 

E and a varied dose of Beta Carotene each day. She is a source of information 

about the use of supplemental vitamins for many of the clients at that clinic. 

It is unclear whether the biomedical professionals, active or retired, are more 

interested in self care or more paranoid about "prescription medications'. In 

conferences and medical articles,we are cautioned about severe side effects 

and life threatening drug-drug interactions. We observe only the most severe 

reactions because those with minimal problems never come to see us. 

My own intake of vitamin C and E began after I noticed that the most 

active and alert elderly clients and friends took these supplements. Later, 

after reading about the effects of chromium, I began to take this to regulate 

my blood sugar. Like some of the informants and patients in the clinics, I am 

taking these on an irregular rather than a daily basis. 

The third most common supplemental vitamin taken by the clinic 

population.is Beta-carotene. It has become akin to Ginseng for White Anglo 

Saxon Protestants (WASPs). Beta-carotene is touted as the all-around cancer 

preventative and cure. Current popular health food magazines, particularly 

holistic and vegetarian journals, endorse and are subsidized by vitamin. 
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mineral and herbal advertising. These products are differentiated from the 

"synthetic and commercial" preparations as being "natural and organic" but 

they are yet another manifestation of the commodification of health. Another 

informant, a nurse practitioner who belongs to the Holistic Nurses 

Association, takes natural herbal remedies and supplements. When I asked 

her if she was taking any medicines, she answered the following: 

Betsy W (ANP) No medicines, it is all vitamins, minerals and herbs. God, do you 
want a list of them? Well, actually I was aching, miserably aching and the doctor wasn't 
sure what that was.. He didn't know if it was the herbals so I asked my teacher and Artie 
said, well you are probably low on calcium. So then he gave me this calcium that has other 
things in it, that help with the absorption. I started taking that and within four days my 
aching was gone. I take vitamin E every day 

<what for?>. 
It's an antioxidant so I kind of take it for warding things off. It is supposed to be helpful to 
prevent cancer, not that I'm worried about cancer but it is supposed to be good for that and 
I also take vitamin C. It is 250 and chewable and buffered. It's not acid and then I take this 
huge mega-vitamin for vegetarian people, just in case. I do know that I would have to eat 
huger quantities of vegetables than I do 

<really?> 
and you can get it in better form for absorption but you would have to take some 
enormous amounts to get some of the things. 

Two other nurse informants take multivitamins every day because they 

feel their diet is poor. Nancy K. is a vegetarian and takes two chewable 

natural vitamins each day and Elaine R. takes a multivitamin and calcium 

because her diet is poor. She says: 

Elaine R. (ANP) Because my diet, since my son moved out, has been horrendous 
so I know that I'm not eating what I should be eating, nutritionally. So I guess, I figure 
that the least I can do is to t^e a multivitamin. I know I'm still lacking in a lot of ti^gs. 
I'm waiting for my hair to fall out. 

<What are you lacking in?> 
Probably protein, number one. I know my nutrition is bad but I guess until I start seeing 
my hair f^l out. That happened to me once when I went on a starvation diet 

<Why do you take the calcium?> 
Why I started taking calcium, even though I still get my period, I had chronic back 
problems to begin with. The fact that my intake of calcium is, I need to be doing 
something now and not waiting,you know. Cause I don't want to be 60 years old in a 
wheelchair from osteoporosis. 
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A 92 year old blind informant gave me a laundry lists of supplements 
and a commonly stated reason for taking them. She said: 

Evelyn R. I take vitamin E, Beta Carotene for general health. Yes, and selenium to 

take with the vitamin E. It enhances it and then I take vitamin C, of course. I should take 

1000 but I'm taking 500 now, in the summer, and manganese. Now that is for the cells. 

You have to have it in every cell in your system and then zinc for your eyesight and 

vitamin A. 

<Forwhat^ 

Well, it is just good for you.! 

< How did you learn all this?> 

I was taking Prevention Magazine and [ just believed in vitamins. They would say, well 

you get it through food but you don't any more. In the olden days, people used to get their 

vitamins from their garden vegetables, straight from the garden. We don't get that 

anymore and the more it lays around in the counters, the less vitamins they have. It just 

disappears, somehow. So I was, I've always, my husband and I both took vitamins. 

The above reflects a general perception among middle class elderly 

that produce isn't as nourishing and filled with vitamins as it used to be. Talk 

about preservatives and chemicals to aid in the ripening of things like 

tomatoes can initiate intense discussions about organic farming, manure and 

compost. Both urban elderly and those who grew up in farming areas are 

suspicious of 'things wrapped in plastic and dyed to make them look fresh 

and good." 

Each year there is a flurry of excitement over some miracle micro-

nutrient. They are supposed to promise medical cures for multiple diseases 

without "sacrifice". Since 1929, chromium in the form of brewer's yeast was 

noted to potentiate the action of insulin as well as reducing cholesterol and 

triglycerides in diabetic and chromium-deficient animals (Passwater 1982). 
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However, it has only been over the past three to four years, that many of the 

clinic patients began taking Chromium picolinate or GTF Chromium. The 

stated reasons for taking chromium supplements among my patients included 

weight loss, sugar control, cholesterol and to slow the aging process. Clients, 

particularly obese women, said that these tablets could cause a gain in lean 

body mass. Therefore, they would lose or bum off their fat. About two years 

ago, I noticed that some Hispanic diabetic patients were taking chromium 

supplementation. Prevention as well as some alternative health magazines, 

(The Vefletarian Times and East West Journal), contained ads about the 

beneflts of chromium supplementation. Most advertisements focused upon 

improved glucose tolerance and relief of hypoglycemic symptoms. Although 

these improvements had only been seen in persons who were deficient in 

chromium, patients at one clinic, (Pio Decimo Center), assured me that their 

"symptoms" had improved with extra chromium. I didn't notice lower 

glucose levels or weight loss in any of these patients. Recently, one of the 

"insulin resistant" patients at the nursing home (Holy Family) was started on 

chromium by his physician. We (two staff nurses and I) selected this man, a 

brittle diabetic, as a case study and we began to graph his sugars and correlate 

these with his medications. We were interested in seeing if there were 

changes in either his glycosylated hemoglobin and daily sugars after the 

chromium was initiated 22. One of the two staff nurses is currently taking 

22 Unfortunately, this patient died of renal failure before we could see any effect of the 
chromium. The attending physician told me that he is using chromium supplementation 
with other insulin resistant diabetic patients so we will most likely have more patients to 
evaluate at Holy Family. 
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chromium picoiinate to lose weight ("it bums the fat"). The other nurse is a 

Type 2 diabetic on two anti-diabetic medications (Diabeta and Metformin). 

In other clinics, chromium was taken for different reasons. Beginning 

in 1994, men at Voyager started taking chromium to raise their "good 

cholesterol" or HDL. There had been older studies showing that chromium 

deficiency increased the risk of heart disease (Abraham,1980, Doisy 1976), 

but this new pattern of use was fostered by a preliminary research report 

aired on one of the local television stations. Two of the Tucson evening T.V. 

news programs have weekly health spots which reviewed studies in progress 

from JAMA or The New England Journal of Medicine. One study suggested 

that "good" cholesterol was lowered in men who took beta blockers. This 

class of drug is conmionly used to treat both hypertension and angina. Since 

both these conditions are associated with aging, many elderly men are taking 

these medications. Few clients, however, ever mentioned chromium intake to 

their physicians. One stated reason was "they are not medicines" and the 

other was "the doctor will think I am stupid or gullible for taking these kind 

of things, but who knows, it may help". Since there is no RDA for chromium, 

the daily needs are unknown. The stated safe and adequate range is from 50 

to 200 micrograms (Grosnoff 1995). 

Aspirin 

Almost all the clients interviewed in various clinic settings were taking 

either an adult or a baby aspirin each day. The most conunon reason given for 

its use, was a study of male physicians whose diminished incidence of stroke 

23 Since I work at the nursing home three mornings a week, I see both these staff members 
frequently. I plan to interview them about the use and efficacy of supplemental minerals 
and vitamins. 
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was attributed to the ingestion of aspirin. However, the problems with 

interactions and side effects were never discussed. Some of the clients were 

taking medicines like warfarin sodium, which increases bleeding time and 

prevents clotting. There is a significant drug interaction with aspirin and 

warfarin which can result in hemorrhage. Aspirin also causes gastrointestinal 

bleeding to some degree in everyone. It should not be used if one has a 

history of ulcer disease. This is an example of the casual attitude Americans 

have toward non-prescription medicines (Johnson et al,1976; Rochon & 

Gurwitz,1995) as well as the extent of self-care behaviors involving 

pharmaceuticals (Nichter, 1989; Nichter & Vuckovic, 1994). 

LAY DEHNmON OF MEDICINES 

To clients, then, what are "medicines"? Providers and clients seemed 

to have different definitions. Certain categories of pharmacologic compounds 

were excluded from the provider medicine or drug category .These included 

the following: 

1) Prescription medications which have been taken daily for a long 

time. Thyroid, estrogen, progesterone and birth control pills are often not 

mentioned. These replacement hormones "are normally in the body and I just 

need more of them". It is also interesting to note that people who are taking 

antihypertensive medicines often say "I have no trouble with my blood 

pressure". Why, I ask, are these people taking diuretics and other classes of 

antihypertensives? People on oral anti-diabetic medicines often tell me they 

"are borderline diabetics" or never mention diabetes when they give me a list 

of medicines. Some pills are defined by the organ in which they are thought 

to work. Blood pressure medicines, anti-arrythmic drugs, diuretics and beta 
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blockers are all 'Tor the heart" to the clients. Providers should ask about the 

medicines using specific names (Are you taking Lasix? for example). 

2) Medications that are not in oral form (tablets,spansules or capsules) 

are often excluded from drug lists. Some of these include the following: eye 

drops for glaucoma; trans-dermal patches (nitroglycerin, nicotine, estrogen, 

propranolol); topical antibiotic and steroid creams and nasal sprays for 

allergies and osteoporosis. However, other inhalants used for chronic lung 

conditions are generally regarded as prescriptions.Their names are listed 

under current medications under the class of "puffers". 

3) Products purchased from health food stores are rarely listed. They 

are, of course, "natural and wholesome so they can't be drugs". Therefore, 

they are not included under medications. 

4) Over-the-counter medicines are rarely included. This is true even 

though many former prescription drugs are available as OTC's in lower 

dosages. These include cimetidine, nicotine gum, ibuprofen and naloxen. 

Statements about these include, "Well if you can buy it without a 

prescription, it is not really a drug. It must be safe, isn't it?" 

An interesting phenomenon occurs when I ask any client for the dose 

of a prescription or patent medication,supplement or vitamin. If it is a 

prescription medication, they may not know the dose but will say "It's the 

little one"," it is the lowest amount", "it is the smallest dose there is". Unlike 

a recent research project conducted among younger people (Vuckovic, 1995), 

the older clients want to take as small a dose as possible. In reality, they are 

often on a rather high dose of medication. In the case of patent medications, 

however, they seem really surprised that there is a dose. This is particularly 
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interesting regarding vitamin strength. When I ask about the International 

Units or milligrams of these products, some of the clients become very 

concemed. These "harmless supplements" suddenly shift into another 

category. When I add that these products are all "pharmacologically active 

substances just like drugs or medicines", some clients become very 

concemed. The next sentence becomes 'They are all right to take, aren't 

they?". 

EXERCISE 

The next most frequent add-on behavior is exercise which is 

differentiated from both physical activity and Htness. Physical activity can be 

defined as any bodily movement which uses skeletal muscles and requires 

energy (Blair et al,I992, Caspersen et al 1985). Fitness relates to a functional 

ability to perform physical activity, a state or set of attributes that people have 

or achieve (Blair et al,1992, Caspersen et al 1985). Exercise is a planned, 

structured and repetitive movement which is done to improve or maintain 

fitness (Blair et al,1992, Caspersen et al 1985). 

Diminished physical activity apparently comes with progress. With the 

advent of the Industrial Revolution, the general level of activity of Homo 

Sapiens decreased (Cohen 1989). Urbanization, the automobile, labor saving 

devices and an increase in sedentary work lessen the amount of physical labor 

required for many people in developed nations. Even those Americans who 

are classified as manual laborers are heavily assisted by technology such as 

lifts, cranes and other machines (Blair, 1992). Indeed, the fact that most of us 

were not required to do labor intensive tasks was regarded as a clear sign of 

civilization and progress! 
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A number of historical, ideological, demographic and economic trends 

have converged to amplify scientific interest in our epidemic of inactivity. 

Current concerns about obesity, youthfulness, and loss of vitality as well as 

the cost of health care seem to be related to the increased number of elderly 

Americans, the rise of chronic disease, changing expectations of life and 

revised defmitions of normality. Cultural metaphors of fitness and exercise 

portray the look and feel of the ideal body. By any of these definitions, an 

elderly body is not and can never be ideal (Stein 1990). These ideological 

changes coincide with cycles of austerity, doom-saying, and salvation 

through discipline which have occurred at the turn of the last few centuries in 

America (Schwartz 1986). 

As we near the end of the century, popular and medical perceptions of 

our general physical fitness have come under more intense scrutiny. At the 

close of World War I, the condition of our troops, as compared with our allies 

and enemies, was seen as "totally deplorable" (Payer 1988). However, after 

the Second World War, large scientific exercise studies were initiated. The 

two major classes of research studies are population based investigations of 

physical activity and health and clinical studies. 

Clinical studies focus attention on the principles of intensity, frequency 

and duration. Many of the initial intensity studies were done by the American 

College of Sports Medicine (ASCM). This group was interested in dose 

response improvements in performance capability for athletes. In 1975, the 

ACSM stated that the minimal intensity for improving fitness was 70% of the 

maximal uptake of oxygen. In 1986, these recommendations were decreased 
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to 50% of maximum oxygen uptake. In 1991, the minimum intensity was 

lowered to a range of 40 to 60% (Blair et al 1992). 

There have been alterations in other parameters as well. Duration in 

both length and continuity of exercise has changed. The 1975 ACSM 

recommendations specified forty five minutes of continuous exercise. The 

1986 revision altered the time to 30 continuous minutes. The latest 1995 

recommendations posit a total, rather than continuous effort, of 30 minutes to 

see measurable changes in endurance or muscle tone. The frequency 

recommendations for exercise seemed to be the least subject to change. The 

1975,1986,1990 and 1991 ACSM guidelines advocated 3 to 5 days per week 

as a minimum to change the level of fitness. The 1995 Consensus Panel, 

however, suggested 30 minutes of physical activity each day (Pate et al 

1995). 

The above revisions by "expert panels" since 1975 have led to 

confusion about the amount of exercise that is "needed" for health 

maintenance and disease prevention. As shown, the activity proscriptions are 

often contradicted the following year by the same group of experts from the 

Center for Disease Control (CDC) or the ACSM. Even the latest relaxed 1995 

guidelines include advice that strenuous exercise, like jogging or cycling, 

provides the maximum benefits but moderate or everyday physical activities 

can also usefully diminish the risk of disease (Pate et al 1995). Consider the 

American Heart Association (AHA) changing activity recommendations for 

people with heart disease. When I was the head nurse in a coronary care unit 

(1979), we used to treat myocardial infarction patients with complete bed rest 

for two weeks. These men, almost all of whom were middle aged and elderly 
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men, were constantly reminded about the dangers of physical activity. 24 

Now we are advised by "expert panels'\the AHA, the media and our 

physicians that our lack of exercise will lead to a heart attack! This is 

certainly a form of victim blaming which is directed toward the elderly as 

cardiac related morbidity and mortality increases in frequency with age. 

Heart conditions are currently regarded as the most costly and preventible 

chronic disease. 

The 1995 consensus panel from the CDC and the ACSM built on the 

recommendations of Healthy People 2000. The stated goal of this report was 

to increase the percentage of Americans who do regular physical activity 

each day. Healthy People 2000 suggested that over 30% of Americans over 

the age of 6 were to do light to moderate physical activity every day (Pate et 

al 1995). The panel wanted to present a concise public health message to 

decrease the confusion about how much, how often and how long we need to 

exercise. Exercise, to the American public, is seen as an all or nothing affair. 

There would be no benefit for those who didn't work up a good sweat. This is 

an extension of the no pain and no gain model of behavior change. The 1995 

consensus report emphasized that we should keep moving and stay active. 

Americans, both health professionals and consumers, have "gotten the 

message" about exercise. According to some polls, 90% of Americans 

recognize the value of regular exercise. It is seen as an important health habit 

the Lynn Union Hospital coronary unit, all the patients were given stool softeners 
because "straining at having a B-M." was thought to precipitate cardiac arrythmias and 
further injure the heart muscle. Post infiarct patients were given complete bed baths. They 
were not allowed to feed themselves! Now, these patients are out of the hospital in a few 
days and sent to a cardiac rehabilitation outpatient program. These classes use graduated 
exercise programs to prevent further episodes of ischemia. 
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behavior. We do not practice what we hear, since statistics show that only 

22% of Americans are active enough and over 50% are completely sedentary 

(Wellness Letter,I993 f). The Centers for Disease Control and Prevention, 

The American College of Sports Medicine and the President's Council on 

Physical Fitness and Sports calls this an epidemic of physical inactivity 

(Gillick 1984). Within these statistical constructs of inactivity, however, 

there are marked differences in activity levels. Demographic data shows the 

following: males are more likely to exercise and play sports than females, the 

total time engaged in physical activity decreases with age; adults at 

retirement (age 65) show a brief increase in physical activity but overall there 

is a decline; ethnic minorities, especially women, are less active and, lastly, 

those with higher levels of education participate in more leisure time 

activities than people with less education. Differences in socioeconomic 

status account for most, if not all the differences in leisure time activity 

associated with ethnicity and race (White et al,1987). 

Statistically we are characterized by the media as a sedentary culture, 

but sweat pants, athletic shoes, fitness programs and 'forking out" have 

become hallmarks of nniiddle class American identity. We are well dressed 

"couch potatoes" but our current low levels of physical inactivity are equated 

with illness and disease. In prevention literature, our sedentary lifestyle is 

rated equally in importance with high serum cholesterol, obesity, genetics and 

smoking as causal agents in many chronic diseases. Activity has been 

promoted as both prevention and cure for almost "anything that ails you" of a 
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chronic nature. Interestingly enough, activity has never been cited as a cure 

for any acute diseases. 

Middle class Anglos from Green Valley and Voyager belie the couch 

potato definition because they are out and about most of the time. Even this 

retiree group, however, voices the common theme of "not enough time to 

exercise." I hear similar "not enough time" comments at the YMCA, a place 

of dedicated exercisers. Working people, the clients from Hughes often say, 

"I know I should exercise and do something but, by the time I get home from 

work (often a 10 hour day), I am so tired that I can barely grab a bite to eat 

and fall asleep in a chair in front of the TV." When the President's Council of 

Physical Fitness and Sports did a survey of 1,018 adults, nearly 2/3 of these 

people also said they had no time to exercise (Time, 1995). 

In contrast to white middle class elderly in Green Valley and Voyager, 

the low income Hispanic elderly who attend Pio Decimo Clinic, are self-

proclaimed "non-exercisers". This is their perception even though they take 

the bus and walk quite a distance to the clinic. Pio, a Roman Catholic 

outreach center, supplies conunodity food, offers a Wellness Center and 

provides legal advice for the clients. These clinic attenders tell me that they 

get no exercise and tell me that it is impossible to exercise. Swimming, tennis 

or other middle class activities often require membership in health clubs. 

Many of these facilities are not on a bus line and few of the older widows 

drive. A majority of these elderly Hispanic women depend on public 

transportation for routine items. Relatives, neighbors or friends will drive 

them to the doctor, the hairdresser or the podiatrist. None of these people 

regard walking to the clinic site as exercise, it is transportation. To qualify as 
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exercise, you need special shoes and clothes as well as a health club card. 

Healthy People 2000 specifically targeted the above group (poor, 

minorities, the less educated, the disabled and the elderly) for exercise 

interventions. Therefore, these poor elderly Hispanics receive a great deal of 

health information and pressure to get fit. These people, like other elderly, 

have understandable reasons for becoming more sedentary. Most of them 

have arthritis or circulatory problems so it hurts when they walk or climb 

stairs. Some diabetic clients suffer from rather severe leg cramps. Other 

elderly ladies who come to Pio Decimo express fear about walking in their 

neighborhood. At night, when it is cooler, it is presumed unsafe to walk in 

South Tucson. As a swinmier, I suggest water exercises as less stressful for 

arthritic joints but many Hispanic elderly women never learned to swim. In 

addition, many older women simply refuse to wear a bathing suit. It is 

impossible to camouflage varicose veins, extra weight and flaccid muscles 

while wearing a swim suit so differences and departures from the ideal body 

are "uncovered". 

Walking 

While both walking and swinuning are reconmiended for older adults, 

walking is the favorite. It has been called the Mature Person's Sport because 

it has not been associated with the relatively high rates of injury of other 

sports like jogging, running or high impact aerobics. In the MRFTT trials, 

walking ranked #2 in the favored physical activity category. Walking has 

become the standard exercise for almost all cardiac rehabilitations programs. 

Major types of sport walking activities include hiking at 2 -3 miles per hour. 
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strolling at 3 miles per hour, brisk walking at 4 miles per hour and race 

walking at 5 or more miles per hour (CardiSense 1993). 

In the Green Valley survey, 58% reported walking as their major form 

of exercise. Fitness was listed as a major health concern for 15.4% of the 

middle class responders (Appendix A). Cycling (14.8%) and swimming 

(13.7%) were the next most frequent forms of exercise in Green Valley. In 

my clinic survey (n=34), generic "regular"exercise (14) was usually included 

under both getting and staving healthy so it was counted only once. However, 

walking (10) and specific distance ( at least 2 miles (2), 2.3 miles, 3 miles) 

were mentioned separately. Swimming (4) was the next most specific form of 

exercise. In Southwestern Arizona, pools are everywhere. Both Voyager and 

Villa Serenas have outdoor pools and hot tubs available to residents. Green 

Valley Recreation Complex has one outdoor pool which is available to 

members. Most senior complexes in Green Valley have individual facilities 

as well. 

In both surveys, middle class elderly consider walking as the best form 

of exercise. Because the concept of exercise is positively associated with 

income, the search for well-being through fitness is located firmly within 

certain social classes (Gillick,1984; White et al, 1987). Walking, (two miles a 

day, three or more days a week) is the standard at more affluent clinics, 

especially at Voyager and in Green Valley. The two mile figure is a fairly 

consistent minimum. It is usually two miles three or four days a week. I 

questioned clients about the source of this fixed distance but no one could 

recall its origin. I reviewed articles from Prevention. Modem Maturitv. The 

Wellness Letter and Health Beat to see if any popular health journal 
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advocated any finite distance. Most articles were vague on distance but 

stressed a specific exercise time of forty minutes three times a week. 

Stress Reduction 

Stress reduction is the last of the common health behaviors. 25 Stress is 

one of those "umbrella" concepts which seem to cover all sorts of things. The 

word stress is commonly used in vague and contradictory ways (Dresser 

1990). "Stress" is often used by both providers and clients to represent links 

between events and pathology (Young 1980), an explanation for symptoms as 

well as a condition. For example, patients say: "I am stressed because my car 

battery went dead and I was late for a doctor's appointment"; "My stress 

level keeps me awake all night"; "I have stress up to here". Stress in this way, 

is like depression. It represents an illness plus a state of being. Neither 

depression nor stress are defined by any of the clients or providers. This 

underscores the "naturalness" of these concepts. We all know what they 

mean. Stress is used to explain both "healthy" and "unhealthy" behaviors. In 

discussing diets, exercise and smoking cessation, clinic patients say the 

following: "I am too stressed to eat well and then I get stomach pains from 

the greasy fast foods"; "I am too stressed out to stop smoking now. When 

things are calmer, then, I'll be able to quif; "I am so stressed when I can't 

get my walk every day. That walking sure helps my stress". The last sentence 

shows that attempts to reduce stress can provoke more stress. 

The large Green Valley survey (N=2086) addressed stress under health concerns and 
medications. Independence/WeUness (6.2%); Depression/Stress (3.6.%) and 
Sleep/Depression (3.6%). This account for 13.4% of £ill the replies. In the smaller clinic 
survey (N=34), stress is subsumed under relaxation (1), controlling stress (1), don't 
wony (1), getting enough sleep and rest (5) and keeping regular hours. 
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Stress remains a common topic of conversation at Voyager, Green 

Valley and among the clients of the Hughes Health Improvement Program. 

With the aid of the media, the medical press, the pharmaceutical firms and 

various self-help movements, the American public has certainly grasped the 

idea that stress is related to illness (Holmes and Rahe 1967, Pollock 1988). I 

became interested in stress among the elderly in 1979. My nursing research 

paper for the University of Lowell (Labate, McGrath & Wood, 1979) 

included the Social Readjustment Rating Scale (Holmes & Rahe,1967). This 

extensive survey serves as a model for relating stressful life events to changes 

in health status. However, there have been many criticisms of this tool which 

associates life changes with illness. Life event studies have neither 

established a causal relationship between events and illness nor defined stress 

(Cassel, 1967; Dohrenwend & Dohrenwend, 1974). However, most clinic 

attenders and providers assume these links are scientifically documented. 

In the clinic population, stress is perceived to manifest itself in the 

following symptoms: fatigue, headaches, neck pain, shortness of breath, chest 

pain, dizziness, hypertension, stomach acidity and skin rashes. These are all 

commonly experienced symptoms (Barsky and Borus 1995). Perceived long 

term consequences of stress include susceptibility to infectious disease, heart 

attacks and gradually rising blood pressure and pulse. Interestingly, it is the 

provider group that often made the claim that "Stress wears you down so you 

get everything that is going around and later you pay." This statement implies 

an immunological model of stress derived from the research of Caimon 

(1920) and Selye (1974). A nurse practitioner, diagnosed with Chronic 

Fatigue Syndrome, attributes current health problems to her childhood. She 
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grew up with an alcoholic mother. Daily stressful events "wore my resistance 

down and I am suffering for it now (Micki M.)"-

Stress-related problems are not all caused by events in the past. Non-

retired engineers and scientists from Hughes attribute stress to recent 

transfers from California, fears about current job loss, having to work 

overtime and dealing with a non-working spouse. Retired clients in Wellness 

Clinics at Voyager and in Green Valley attribute increased stress to the 

accelerated and accelerating pace of life, the degradation of the natural and 

social environment and changes in the social support system. Among the 

clinic population, the word itself is generally used by women while older men 

use '*worry". Older men said " I worry about what the children will do when I 

die" while older women stated " I am stressed by the health of my husband". 

To men, worry seems to portray an active state, that of doing something. 

Older women, on the other hand, have stress. In any case, although the 

perceived causes of stress lie in the social and economic realm, the treatments 

are focused upon the individual. 

We, (health care providers), prescribe Valium, Prozac or Elavil. We 

suggest exercise programs, smoking cessation, well-balanced meals and the 

elimination of stimulants like coffee and sodas. However, patients tell us that 

stress causes so much fatigue that it is impossible to exercise, cook good 

meals or stay awake without coffee. Other conunonly prescribed treatments, 

therapies and referrals include meditation, yoga and stretching, prayer, deep 

breathing, acupuncture, chiropractic alignment, vitamins, herbal remedies and 

dancing. The most common vitamin preparations used to "combat stress" are 

some form of B, which are often called Stress Tabs. Exercise is commonly 
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seen as an excellent and efficacious stress-reduction technique by clients and 

providers. Perhaps some of the walkers or swimmers are "reducing stress", 

not reducing weight. 

Elderly patients, looking for a pattern in somatic sensations, often 

place blame on stressful situations or events. They also locate blame within 

themselves for not being able to cope. Dealing with older clients who feel 

that they are responsible for their health yet helpless to cure themselves is a 

source of provider stress in therapeutic visits .The potential for self-blame and 

anger rises as the elderly perceive themselves as the scapegoats or pawns in 

the fmancial debates about health care costs. 

MARKETING FITNESS 

Fitness programs and work-out centers are lucrative. Exercise 

programs, unlike anti-smoking and anti-egg campaigns, don't antagonize 

vested interests. How could one be morally against fitness programs and 

remain a capitalist? It is estimated that $2.5 billion is spent annually on 

equipment (Keveny,1996). Television infomercials push weight loss 

programs, rowing machines, stair steppers and health club memberships. 

Local and regional YMCAs market directly to seniors. Out of 4,832 

members, the Tucson YMCA has 265 members that are ages 50-65 and 133 

members over the age of 65 (personal communication, Stephana at Lohse 

YMCA). All local branches offer classes in low intensity aerobics, step 

aerobics, water aerobics and body shaping to accommodate seniors. Similar 

YMCA programs are given in the morning hours in Glens Falls (NY) and 

Metropolitan Boston (MA). All programs have senior Aquafit programs. I 
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attended classes at both Lohse and Glens Falls.The first class I attended was 

at the Lohse YMCA on April, 3,1992. It was held from 10:15 to 11 in the 

morning. There were 19 in the class, 18 women. Three women were under 

the age of 40,1 was in my 50s and the rest were in their 70s and 80s. The lady 

next to me in the water was a lively 82 year old from New York who wore a 

Carmen Miranda bathing cap. I was totally exhausted after the 45 minute 

session but too embarrassed to let the older lady outlast me. She was certainly 

fit. The brochure from Glens Falls claims: Water exercising has great mental 

and physical benefits for those people with physical limitations from arthritis, 

orthopedic problems, recovering from injuries and for those who need a non-

stressful workout. It will help strengthen and increase flexibility in the 

muscles without jarring or placing undue stress on weight bearing joints. This 

is done by using the water's resistance to provide a "weight" and by using the 

body's own natural buoyancy. It is also great for the cardiovascular system 

(Glens Falls,YMCA). The Carmen Miranda lady certainly would have been 

an advertisement for these programs which are marketed to older adults. 

Water exercises at Glens Falls were accompanied by sounds from the Big 

Band Era while the Lohse used "Easy Listening" Muzak. 

EFnCACY OF BEHAVIORS BELIEVED TO PROMOTE HEALTH 

Do all, some or any of these health promoting behaviors lead to 

positive changes in morbidity, mortality or perceived health status? Some of 

the client and provider behaviors in this chapter appear to be token changes. 

Examples include excluding butter but not decreasing consumption of other 

saturated fats, driving around the parking lot to do mall walking and drinking 
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diet sodas in tandem with high caloric desserts. Some behaviors don't appear 

to be based on any scientific evidence and the scientiHc evidence is often 

contradictory. For example, olive oil was bad then good and vitamin intake 

changes from useless to useful to harmful. Some behaviors have a negative 

effect on health, especially for elderly clients. Drug-drug reactions and 

injuries from high impact exercises are not uncommon. Some studies show a 

decreased CAD mortality in older adults who are slightly overweight (Jajich 

et al 1984) while others link HTN, diabetes and CAD to obesity (Rowe 

1985). Overall, how do we measure the efficacy of these health promoting 

and disease preventing behaviors? In what sense can they be said to "work"? 

The single common denominator of all therapeutic interventions is the 

placebo or affective component (Brody,1980, Bush 1977, Moerman,1992). 

Placebos, in drug studies, have been defined as inert substances which have 

no chemical impact on physiology effect. Attempts to exclude these placebo 

effects constitute one of the gold standard criteria in scientific tests of drug 

products or treatments. However, part of the efficacy of any health behaviors 

is affective or "psychological." As a clinician, I realize that most complaints 

get better without any treatment. I also know that patients expect me to "do 

something" for their current worry. Whether or not I believe that some 

exercise, diet, herbal or prescription remedy "really does work" (in the 

measurable, scientific, technological sense of the word), I know that 

reviewing diets, encouraging exercise, and attending to symptoms does 

"really work" (in the affective sense). My views and behaviors about the use 

of placebos have certainly undergone a major revision over the years. When I 

was a student nurse, I objected to the practice of giving the patients sterile 
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saline injections for pain. I felt these placebo injections were harmful. I 

believed the patients should be told they would not receive any medications 

until they were due. To me, placebos meant lying and cheating. After 

observing the relief obtained from inert medications, reading about 

physiological changes in endorphin levels from placebos, and side effects 

caused by placebos, (Ader 1992), I became less resistant to the idea of 

placebo therapy. Since many of the complaints of my patients have "no real 

cure", I use whatever methods that seem to work.. I attempt to maximize this 

general, as opposed to the specific, dimension of all treatments (Moerman 

1992). 

Part of this general dimension effect is due to cultural expectations and 

beliefs about sophisticated tests, the clogging of the arteries with cholesterol, 

the evil of fat, the importance of salt in blood pressure management, the need 

for iron pills to cure fatigue, using vitamin C to prevent colds and flu, and the 

safety of herbal and natural remedies instead of strong prescriptions. Csordas 

and Kleinman (1990) note that with all healing processes, there are symbolic 

components. Even the idea of testing, getting numerical indicators of health, 

getting a diagnostic work-up, makes people perceive that they are "doing 

something". It is part of an active response which, in our culture, provides us 

with both the illusion of control and the idea of progress (positive action 

directed toward a go^). This is part of our therapeutic procedure and 

articulates well with the broader social and economic agenda of individual 

responsibility and control of life. 

However, there are other measures of efficacy. In biomedical literature, 

these are called a "positive therapeutic outcome" and is seen as amenable to 
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measuFement. In our cultural fascination with numbers, measurable changes 

are understood as representing "real" efficacy. For example, there are 

numerous scientific studies which measure the health benefits of exercise 

(Nelson et al 1994). Older adults who do moderate amounts of exercise have 

different levels of several neuro-transmitter systems (Neeper et al 1995). 

Vigorous exercise can increase HDL levels, decrease serum triglyceride 

levels, and decrease blood pressure and weight (Dolan 1988). Current 

exercise research with elderly clients focuses on osteoporosis prevention. Due 

to the increased number of elderly women in the population as well as the 

cost restraints of managed care plans, there is more interest in bone density 

and fracture prevention. Numerous studies have documented an increased 

incidence of hip fractures in post-menopausal women. Subsequently, more 

research interest and funding has been directed to prevent these falls and 

fractures. Both dietetic and hormonal interventions have been studied but the 

newest interest is focused upon exercise to increase bone density. One study, 

done at Tufts University, looked at high intensity exercises in women aged 

50-70. These sedentary women were not talking estrogen replacement, and 

were non-smokers who had never had more than one crush fracture. During 

the study, half were trained twice a week for 45 minutes with a professional 

trainer. Bone density studies showed an increase in the bone mineral density 

(BMD) of the femoral neck and lumbar spine. There was a positive effect on 

the following risk factors in these women: increase in muscle mass, muscle 

strength, dynamic balance and increased overall physical activity level 

(Nelson et al 1994). Exercise has now joined the ranks of cost effective and 

individualized therapies. 
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Conclusion 

The study of aging is a good vantage point from which to view the 

social consequences of medical progress and cultural expectations. The 

present move from a narrow view of health to the expansive medicalization 

of life is reflected in the cultures of medicine and aging. If aging continues to 

be viewed as a disease, what can prevention and health promotion offer to the 

elderly? The federal initiatives for the elderly in the realm of health 

promotion and disease prevention focus on individual lifestyle and behavioral 

change. These mandates center on the diminution of days of restricted 

activity due to both acute and chronic conditions (Gilford 1988). Targeted 

areas for older adults are control of hypertension, increased immunization 

rates, decreased smoking, improved nutrition (high fiber, low fat, low sugar, 

low calorie, low salt), and increased fltness through exercise. In this chapter, I 

have shown that my informants (white, middle class providers and elderly 

clients) are certainly aware of these mandates. However, this is not the group 

with high early morbidity and mortality. Socioeconomic indicators are the 

most reliable predictors of illness and early death. None of these interventions 

address poverty, illiteracy or ability to intervene, even if these interventions 

were effective. Furthermore, this chapter asks us to consider what it means 

for an intervention to be "effective" in the context of old age in the first place. 

If old age is ultimately fatal, what exactly are we trying to "prevent?" 

In all cases, the politics of prevention is about the assignment of causes 

which determine which kind of prevention policies a society develops 

(Tesh,1988). This results in wide or narrow, individual or social, structural or 
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behavioral policies. America's focus on lifestyle and individual responsibility 

for illness implies control over life events. This sense of power over small 

areas contrasts with those larger domains, (luck, heredity, culture), that can 

not be altered. Questions about the nature of health, disease, aging and death 

are biological, social and ethical. They define what it means to be human in 

this time and place. Our contemporary picture of life has changed from a 

nature-bound and limited existence to one that is wish driven and seems full 

of possibilities (Callahan,1994, Giddens 1991). 

In America, we don't seem to have any place for the old. Other than 

the role of grandparent, we have provided few cultural roles for the elderly. 

Retirement from work means loss of identity and status. Work and economic 

status are the most important measures of worth in the minds of middle class 

Americans. When we are first introduced to people, one of our initial 

questions is "What do you do?'.To middle class elderly, the only work 

available is that of "staying healthy". This is the new middle class role, self 

health promotion as a career. 
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CHAPTER EIGHT 

CONCXUSION 

An increasing number of people are living to older ages in the United 

States. Growing interest and concern about the health status of these older 

adults is related to rising health care costs and perceptions of dramatic 

increases in the health service needs of the elderly. With this rising concem 

has come an expansion of the health care monitoring of the elderly and 

revised deflnitions of normality, health and wellness along with a blurring of 

the line separating aging from chronic disease. How have these trends 

affected the daily routines of the middle class elderly clients and their use of 

health services? In what ways have these trends impacted on professional and 

lay health care advice to the elderly? 

About six years ago, I began working as a nurse practitioner in 

outpatient Wellness Centers for Carondelet Saint Mary's. Assigned to several 

centers, I noticed diversity in areas of concern between the different clinic 

populations. White middle class elderly in Green Valley and certain Tucson 

clinics were very alarmed about serum cholesterol levels, while low income 

Hispanic clients at other clinics, seemed unaware of the "dangers of 

cholesterol." At this time, health care providers in Tucson and elsewhere 

began receiving increasing amounts of professional information about health 

promotion and disease prevention. Much of this literature focused on 

prevention of heart disease via early detection and treatment of high 

cholesterol. Simultaneously, it seemed, there was extensive marketing from 
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clinical laboratories, drug companies, and nutrition and diet centers about the 

dangers of high cholesterol in the genesis of heart disease. Fats and 

cholesterol became the single biggest threat to the health of Americans. 

Dutifully, I and many of my peers read articles or abstracts, attended 

pharmacological and heart disease seminars and subscribed to various 

journals on the subject. The patients, after all, deserved the most up to date 

care and treatment that science had to offer. 

The epidemiological data cited in the reports we read and subsequent 

public health reconunendations seemed credible. Almost every research 

review and all popular articles stressed the importance of early diagnosis. 

Early diagnosis of measurable risk coupled with appropriate promotive and 

preventive health measures would result in a decrease in long term morbidity, 

lowered mortality rates and cost savings. Both providers and clients were 

given proscriptive information on behaviors and lifestyle changes that could 

prevent a long list of chronic diseases. These included the following: All 

Americans should eat a healthy, natural and low fat diet, exercise at least 

three times per week, avoid meat especially red meat, abstain from alcohol 

and develop ways to reduce emotional stress. The overweight should lose 

weight and smokers should quit.(Tesh 1988;Lupton 1995). 

Current health recommendations appeared to arise from recent 

scientific and medical research. What I found fascinating was that these same 

ideas, without beneHt of longitudinal studies, were popular at the turn of the 

last century. In the 1890s, individual lifestyle changes had been 

recommended in the name of health, morality and fitness (Schwartz 1986; 

Tesh 1988; Stacey 1994). The older arguments, with the religious content 
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removed, could have been written yesterday in the Arizona Daily Star's 

health, lifestyle and nutrition section. Schwartz has called this emphasis on 

lifestyle change to prevent dire consequences the fin de siecle ("end of the 

century") phenomenon. 

At the end of the last century, there was a quest for health and a 

nostalgia for simpler, more natural times. America was changing rapidly from 

a rural to an urban nation. Most Americans now reside in fairly large cities or 

suburbs and modem Americans, like those of the last century, talk about the 

loss of something vital in the transition from an idealized life on the farm to 

life in the city. My elderly informants believe that rural people, particularly 

farm families from the Midwest, have better health and an enhanced quality 

of life. Many informants make comparisons between their current quality of 

life and that of their youth. They complain about nutritional deficits in 

packaged and processed foods "since the war". Several elderly female 

informants cited poor quality food containing chemical additives as the 

reason for needing vitamin and mineral supplements. 

In 1900, popular public health "common sense" was exemplified by an 

even earlier Federalist motto, "A stitch in time saves nine". Recommended 

preventive health behaviors included the following: increased consumption of 

natural foods, preferably raw or minimally processed grains and fruits, a 

decrease in or elimination of meat in the diet, temperance, improved hygiene, 

and physical exercise (Tesh 1988). In both the 1890s and 1990s, the 

individual has been encouraged to take control of their personal health and 

welfare. Sylvester Graham, the American temperance lecturer, was a major 

leader in earlier diet reform. He proscribed a natural, low sugar, low fat and 
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high fiber diet as well as requirements for bathing and sexual hygiene 

(Schwartz 1986). Needless to say, these ideas had little relevance for the poor 

who worried about having enough to eat, had little bathing water for hygiene, 

and could hardly afford wine and tobacco! Targeted were the rising middle 

and upper middle classes. 

In 1876, Kellogg, a medical doctor and Seventh Day Adventist, 

became an ardent disciple of Graham. Kellogg's sanatorium opened for 

business in Battle Creek, Michigan. Daily routines included a sparse diet, lots 

of hardy exercise and a hefty price tag. These are similar to local Wellness 

programs currently conducted at Canyon Ranch. Kellogg, a reformer and 

businessman, is a prime example of the way Americans did and do think 

about the relationships between food and disease. In addition to advertising 

his breakfast cereal with scientiflc claims about its relationship to health, food 

of the common man was made suspect and transformed into uncertain 

substances which could be dangerous to both the physical and moral body 

(Schwartz 1986, Tesh 1988). An expanded historical review of health 

promotion and prevention models and their moral and economic agenda is 

presented in Chapters Four and Five of this dissertation. 

My courses in both medical and cultural anthropology provided me 

with the conceptual tools to question the production of medical knowledge 

and to see the broader social, psychological, and economic consequences of 

those epidemiological studies which identified risk. Health care providers, 

like myself, replicate and reproduce knowledge about health promotion, 

disease prevention and wellness. The contextual relevance of this 

"knowledge" about risk is not questioned and is passed on to clients, family 



342 

and friends. In the name of increasing client knowledge about risk, concern is 

heightened which fosters more intensive surveillance, more trips to the 

providers, more anxiety about the meaning of numbers, more health 

expectations and more demands on the health care system. Bateson coined 

the name "schizomogenesis" for this type of uncorrected feedback loop 

(1979). 

For providers, this process begins with health assessments. In the out

patient setting (Wellness Clinics), blood pressure, pulse, weight, and 

occasional blood sugar determinations are done. Due to the lack of private 

examination facilities, most of a nurse practitioner's health promotion 

teaching time focuses on "healthy behaviors." These include diet, smoking 

cessation, stress reduction and exercise. In the more affluent clinics like 

Green Valley and Voyager, however, an increasing number of clients have 

begun requesting various tests. Initially, the most commonly asked-for test 

was the total serum cholesterol which cost $21. Later, a lipid profile, costing 

$33, became the favored test because "it told more about the good and bad 

cholesterol" (field notes). Current requests for laboratory tests have expanded 

to include a complete blood count (CBQ costing $13, a chemistry profile 

(SMA-20) costing $21, and a prostatic specific antigen (PSA) costing $43^6 . 

Each of these laboratory tests is technically a screening rather than a 

diagnostic tool. A diagnostic test looks for a specific condition based upon 

the client's history and physical findings while a screening test is one given 

to an asymptomatic person (Russell 1994). Screening tests are a sort of 

'Tishing expedition." The favorite Wellness Qinic tests, the cholesterol and 

26 These are 1996 Carondelet outpatient laboratory fees. 
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PSA, do not even fulfill the criteria for screening tests which are listed in 

Chapter Six (Frame and Carlson 1975). There is no evidence to show 

decreased morbidity or mortality from early diagnosis and treatment based on 

elevated results. In fact, the PSA was developed to monitor therapy for 

prostate disease, not to detect it (Russell 1994). These self-referred middle 

class retirees, however, paid these out-of-pocket fees for the privilege of 

"knowing their numbers". 

Several factors influence the popularity of test taking. One is an 

absolute fascination with numbers as a type of litmus test for truth. After 

Galton developed the science of statistics, everything seemed to lend itself to 

measurement (Gould 1981, Hacking 1990). In Chapter Six, I provide a brief 

review of the ascendency of numerical truths and changing concepts about 

normality. Numbers are also associated with higher orders of knowledge 

related to better technology. More accurate numbers facilitate the more 

accurate measurement of a body that is increasingly viewed as a machine. 

Machines may be taken apart and parts observed, isolated and replaced (one 

part at a time). Joint replacements, lens and dental implants, and pacemakers 

are impressive and seem to make a signiflcant difference in the ability of 

older adults to live well. However, the chronic and degenerative diseases are 

unrelated to and unfixable through this "broken machine" approach. Those 

who have had 2 or 3 angioplasties followed by grafts continue to have 

circulatory problems. Chronic problems cannot be simply identified and 

'Tixed" through the screening tests elderly adults are so enthusiastically 

requesting. 
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The meaning of numbers is open to question. After these laboratory 

reports come back to the clinic, practitioners review a patient level of 

cholesterol, the "good" and the "bad" fractions and the ratio of good to bad. 

These individual patient test scores are compared to the American Heart 

Association's standards of normality. Curiously, this accepted range of 

normal cholesterol has decreased over time. Qiarlie, an internal medicine 

physician at Tucson Medical Center (TMC), did his internship in 

Framingham, Massachusetts, the site of the well known longitudinal health 

study. At that time, about 15 years ago, he remembers the normal total 

cholesterol level for Americans as below 300 milligrams per deciliter 

(mg/dcl). Subsequent recommendations from the National Heart, Lung and 

Blood Institute changed this standard to 275 and then 240 mg/dcl (NIH 

Consensus Panel Statements 1984 &1992). Levels of 200 mg/dcl are now 

called desirable while cholesterols of 240 mg/dcl are reported as borderline 

high risk for cardiac disease. With the advent of international cholesterol and 

cardiac disease studies, Americans are being compared to populations with 

very low rates of heart disease such as the rural Chinese (Keys et al 1979, 

1980,1981). These hardworking peasants have, on average, a cholesterol 

level of 150 mg/dcl (Keys et al 1970) while Americans have an average level 

of about 214 mg/dcl (Castelli et al 1986). During weekly medical rounds at 

Saint Mary's, I am privy to the conversations of various physicians. 

Practicing cardiologists feel that our current "desirable" levels of cholesterol 

are much too high (field notes). Heart specialists utilize more stringent 

criteria with their own patients. The prestigious cardiac journals, like 

Circulation. Heart and Lung and Cardiology Review, have recommended 
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aggressive dietary, medical and surgical interventions for an increasing 

number of people. These include the very old, the very young and women 

who have been excluded from most intervention studies (Keys et al 1970, 

1980,1981; Anderson et al 1991). It is likely, therefore, that the United States 

National Institutes of Health will again revise the current levels of desirable 

serum cholesterol downward. A notable feature of the entire discourse about 

cholesterol and cardiac disease risk is its simplicity. Is a so-called "diet of 

affluence" the only difference between Chinese farmers and white middle 

class Americans? 

Popular health educational materials emphasize this dietary cholesterol 

and disease connection. There are low fat recipes and fat-reduced products 

everywhere! As a culture, we are obsessed with artery clogging inside fat as 

well as love-handle outside fat (Schwartz 1986; Payer 1988; Lupton 1994). 

Since older Americans have the highest rates of heart disease, they become 

targets for dietetic and lifestyle modifications. Middle class elderly are on 

cholesterol-lowering medications, low fat diets, exercise programs and 

routine visits to the cardiologist. Subsequent client and provider interactions 

(expanded health teaching, more extensive diagnostic tests and treatments) 

are often based on a single test value, the serum cholesterol or lipid profile. 

This is one of the more obvious problems arising from the 

"prevention" bandwagon. In the minds of clients and practitioners alike, 

cardiac disease, which is difficult to define because of its complexity and 

relationship to changes with age, becomes strongly associated with a single 

causal factor (high cholesterol). It is then assumed that this factor is 

modifiable by every individual. Although genetics, sex and age are also 
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included as a risk factors for cardiac disease, they are not given much 

importance. These other factors, unlike cholesterol, are not regarded as 

modifiable. As a result, cholesterol numbers have become a magical indicator 

of present and future health to many elderly clients. 

While cholesterol levels rise in lethal importance in the minds of the 

public, there are serious scientific debates surfacing about the nature of the 

evidence linking dietary cholesterol intake to cardiovascular morbidity and 

mortality. My review of the history of cholesterol research, (Chapters Three 

and Four), revealed that more research dollars have been spent on heart 

disease than any other aspect of health. Cardiovascular research involves 

some of the longest and more carefully done observational studies of people 

in the United States. The Framingham Study, began in 1948, was and is the 

best known of these continuing cardiac studies (Agner 1985, Castelli et al 

1986, Dawber, Kannel and Lyell 1%3). International comparative heart 

disease studies like the Seven Countries (Keys et al. 1971 &1980) have 

reviewed patterns of diet correlated with coronary morbidity. Given such 

scientific "Gold Standard" studies, (randomized, double-blinded, adequate 

numbers), how could there be so much professional dissention and 

controversy about the data, its interpretation and subsequent 

recommendations? What factors have motivated particular interpretations? 

This question captured my imagination as did popular response to 

burgeoning media accounts of the importance of cholesterol. Simplistic 

conclusions from research studies on cholesterol have been widely publicized 

in both professional and popular publications as a result of the rising status of 

this "risk factor". Middle aged and older adults have been subjected, and have 
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subjected themselves, to the following: dietetic interventions (without 

scientific proof of efficacy), medications with unknown side effects due to 

the exclusionary nature of drug trials (no trials on the old or those with 

chronic diseases), blame and criticism from healthcare providers and family 

members when they don't get well (lower their cholesterol), and self-blame 

for not trying hard enough or "cheating". All this is accompanied by an 

increasing sense of distrust in their own ability to know their body (Eisenberg 

1977). A frequently heard comment at the clinics was "I feel well but I'd like 

to get a test to see if something bad is really going on." 

Information anxiety has resulted from a glut of articles on cholesterol. 

The specifics of health promotion and disease prevention recommendations 

are often revised. What was bad yesterday becomes good today and then bad 

again tomorrow. I have reviewed such changes in Chapter Five. Scientific 

revisions often contradict former scientific wisdom. Clients and providers are 

unsure which advice is "really true." Some examples of folk and popular 

scientiflc wisdom include the following: Avoid fats and oils in the diet since 

they lead to arteriosclerosis. Olive oil is the reason that Mediterranean people 

have a low rate of heart disease. Change from butter to margarine. Margarine 

has trans-fatty acid which is more detrimental to the cardiac circulation than 

butter. Alcohol causes birth defects, accidents and heart attacks. A chemical 

in red wine elevates your HDL and can prevent heart attacks. Which, if any, 

are "true?" 

Even if the medical advice is changing, the same diets and behaviors 

are proscribed for each and every chronic condition. Low fat, low sugar, low 

salt and high fiber diets are preventatives in cancers of the breast, prostate 
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and colon. The same diets can prevent high blood pressure, diabetes and heart 

disease. The same diets also retard the effects of aging. Exercise, in changing 

amounts, can prevent heart disease, diabetes, high blood pressure and 

osteoporosis, and relieve stress. In Chapter Seven I list the most common 

behaviors done in the name of health by people in Green Valley and Tucson 

during my study. Notably, lifestyle and behavioral changes are rarely 

reconunended for any acute disease. These conditions, after all, are regarded 

as curable. Chronic diseases and degenerative changes associated with aging 

are another matter. Since the underlying causes of cancer, heart disease, 

hypertension and diabetes are generally unknown, it is a wonder how 

preventative measures can be so specific? 

The "population at risk" targeted by disease prevention and health 

promotion programs has shifted. The initial population targeted for health 

promotion was Caucasian middle aged and older men with health insurance 

or the ability to pay for tests, medications, diet workshops and health clubs. 

This group reflected the sampling bias of early cardiac studies (Keys et al 

1971 & 1980; Agner et al 1985). The health promotion and disease 

prevention market has expanded both downward and upward in age, to 

include children and the elderly, and outward to women and minorities. All of 

us are now "at risk". However, older adults constitute the fastest growth 

group in the United States and a substantial health market. So, too, is the 

huge "Baby Boomer " cohort, which began turning fifty this January. This 

cohort has already been targeted for behavioral and lifestyle changes (Rice 

and Feldmen,1983; Rosenblatt, 1996). 
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As a cohort, the middle class elderly are prime consumers of health 

information and as a practitioner serving this population, I have become 

aware of their rising worries and health concerns. The current era of disease 

prevention and health promotion in the United States is particularly 

troublesome for these seniors. They grew up with the ethos of hard work, 

personal control and responsibility. Now, they see themselves being blamed 

for the cause of escalating health care costs. Increasingly associated with 

dwindling physical and mental competence, these older people feel they are 

blamed for their sickness, diseases, and the need for high tech interventions. 

They fmd themselves in a classic double-bind situation (Bateson 1972, 

Alexander, 1981). They are told to "get tested" and when they do "get tested", 

the elderly are told that these tests are expensive and remove heath care 

options from others, perhaps their own grandchildren. 

To comply with current biomedical recommendations for preventive 

healthcare, those who are insured are medicalized through testing. Since the 

normal range for most biomedical tests are based on younger populations, old 

people often have abnormal results. Physical symptoms, without any easily 

located organic basis, are also common in this age group. These eiders are 

then sent back for more tests which are often inconclusive. Follow-up studies 

show that if the cause is not obvious the first time around, it is unlikely to be 

found later (Kroenke and Mangelsdorff 1989, Mayou 1991). 

They are therefore treated as a risk group, if not a sick group, which 

means frequent periodic tests. Above all, they are given what has now 

become the standard basket of universal health messages placing the ball in 

their court. "Follow the recommendations and you will stay healthy" is the 
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message. "Do it now because your tests are borderline or your symptoms are 

a sign of things to come unless you shape up.'" 

The emphasis on prevention with elderly clients is also problematic for 

providers who form the interface between the patient and the system. Within 

the current, competitive and fragmentary health care market, demands come 

at us from both directions. The clients demand the latest test and the newest 

prescriptions. They hear about these from advertisements in magazines and 

on television. The provider, who senses that these demands are placing the 

patient at risk from side effects or increasingly invasive treatments, tries to 

divert the client from pursuing this route. Clients often interpret these refusals 

as economically based. Employers (hospitals and clinics), in contrast, 

generate most of their revenue from out-patient diagnostic testing and 

sophisticated diagnostic procedures. They have a vested interest in referrals. 

Given the above situation, it is obvious that both sides, consumers and 

providers, must be alerted to the consequences of increased monitoring, 

increased treatment options, increased expectations and increased concerns. 

This dissertation is a start in that direction. 

Medicalization begins with the process of diagnosis. Older people are 

more likely to fall outside the normal ranges for most tests. After finding an 

abnormal test value, what is the next step? Federal and local requirements 

often mandate an algorithm of diagnostic tests. This makes it a legal as well 

as moral duty of the provider to search further for a definitive diagnosis. It 

also becomes the moral duty of the client to comply with medical 

recommendations. The actual process, then, becomes part of a self-fulfilling 

prophecy. The old are costing the system more with all the testing and 
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treatments and they are not getting better from their chronic diseases. Those 

who have insurance or finances are given the responsibility for improving 

their health, of working on it. Uninsured or poor elderly are subsequently 

blamed for their inability to get healthy. The poor are non-compliant, don't 

eat properly, don't have tests and seem generally uninterested in health issues 

because they do not engage in the middle class phenomenon of health 

promotion. The poor become a liability. 

As an anthropologist and a gerontologic nurse practitioner, I have been 

in an ideal position to observe and record changes in both the health 

discourse and behavior of patients and changes in the "medical" beliefs and 

practices of my peers. To a large extent, these changes in health care 

provision and consultation reflect a larger societal trend toward 

medicalization. Medicine has expanded to appropriate problems that, until 

recently, had not been seen as medical, including social problems, 

alcoholism, aging etc. (Conrad and Schneider 1980 a & 1980 b; Foucault 

1973 & 1980; Gabe and Calnan 1989). Life course events (birth, puberty, 

menopause, aging and death) and lifestyle are increasingly being treated as 

conditions that require medical interventions. 

What I have drawn attention to in this dissertation is the burgeoning 

phenomenon of the "worried well" and those factors contributory to it. Both 

supply-side (information, advice, tests, etc.) and demand-side factors and 

their interrelationship have been noted in my discussions of the workings of 

biopower and schizomogenesis. 

Being a clinician-anthropologist, it behooves me to at least think about 

the applied dimension to my research. So what is my recommendation? On 
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the basis of my critical review of the literature and study of popular health 

prevention practice among the elderly, I reconmiend treating the medical 

solution to identifying risk as contributory to an emergent health problem in 

its own right. These Worried Well are generally healthy for their age. They 

are told, however, that they should feel great. Since they don't always feel 

great, then something must be wrong. They begin to worry that this 

"something" should be fixed before it tums into "some very bad thing." I am 

not reconmiending that people scrap their medicines, take up smoking and 

begin drinking alcohol. I am suggesting that both healthcare providers and 

consumers need to leam to question "conventional" medical wisdom. We 

need to critically assess lifestyle modifications and ask what are the 

opportunity costs of such change. Are they feasible, and do they make a 

difference? What about cholesterol lowering medications? What is the best 

and the worst that can be expected from them ? Scheduling a never-ending 

series of biomedical tests, and turning all life events into processes that 

demand medical intervention, sends a strong message to the population. They 

give our patients the impression that, as individuals, they can and are 

obligated to retard aging, prevent chronic disease, and work to make their 

bodies healthy. This view has dire consequences. We will be spiritually and 

economically doomed as a society if we are unable to deal with basic issues 

of life (birth, aging and death), as something other than a series of 

pathological events to be discovered and treated. We will never have enough 

resources and ironically we, the middle-aged Americans, who gripe about 

rising health care costs, are next in line for medicalization. Not only will 

there be more elderly in the future, but we will have higher expectations of 
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health and less tolerance for any discomfort. Is there a way to change this 

view of life, or are we too destined to join the ranks of the "worried well"? 



APPENDIX A: 
Green Valley Survey 1988 (Community Health Centers) 

1. Age (n=2086) Frequency Percent 
Under 60 296 14.2% 
60  ̂ 313 15.0% 
6S69 594 28J% 
70-74 386 183% 
75-79 300 14.4% 
80-84 143 06.9% 
85«9 045 02.2% 
90-94 8 00.4% 
9S100 1 00.0% 

2. Sex (n=2005) Males Females 
735 1265 
(36%) (54%) 

3. Marital Status (n=2C)02) Frequency Percent 
Married 1461 
Divorced 102 
Widowed 319 
Separated 14 
Single 104 

4. Chronic Diseases (n=2077) 
Diabetes 
Heart Disease 
Hypertension 
Cmcer 
Arthritis 
Depression/Anxiety 
Lung Disease 
Stroke (CVA) 
Foot problems 
Genito-urinary 
Gastro-intestinal 
Seizures 
Visual problems 
Season  ̂Allergies 
Dermatolo^c 
Vascular Disorders 
Miscellaneous 

5.Smoking (n=2059) Frequency 
269 

Frequency 
223 
334 
848 
190 
721 
194 
258 
93 
396 
244 
446 
38 
324 
376 
305 
65 
318 

73% 
5.1% 
15.9% 
0.70% 
5.0% 

Percent 
10.7% 
16.1% 
40.8% 
9.2% 
34.7% 
93% 
12.4% 
4.2% 
19.1% 
11.8% 
215% 
IS% 
15.6% 
18.1% 
14.7% 
2.9% 
15.4% 

Percent 
13.1% 



7. Exercise (n=1895) Freouencv Percent 

APPENDIX A: continued 

6. Special Diets (n=2003) Frequency Percent 
Diabetic 114 5.7% 
Low sodium 147 7.4% 
Hypoglycemic 15 03% 
Weight Reduction 45 2.4% 
Low cholesterol 173 8.7% 

7. Exercise (n=1895) Frequency Percent 
Walking 1100 58.1% 
Bicycling 280 14.8% 
Swimming 260 13.7% 
Tennis 47 2.5% 
Golf 122 6.4% 
Other 387 17.4% 

8. Medications (n=2032) (Prescriptions and Over the Counter) 
Frequency Percent 

9. Lives Alone Frequency Percent 
371 193% 

10. Major Health Concerns (n=1016) Frequency Percent 
No Concerns 491 483% 
Fitness/Exercise 158 15.4% 
Weight/Nutrition 44 53% 
IndependenceAVellness 63 62% 
Depression/Stress 37 3.6% 
Diabetes/Blood Sugar 123 12.0% 
Hypertension 158 15.4% 
Heart Disease 117 11.4% 
Strokes 29 2.8% 
Breathing Problems 48 4.7% 
Bowel Problems 14 1.4% 
Digestiye 45 4.4% 
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APPENDIX A: continued 

High Blood lipids 
Eye sight 
Hearing 
Musculo-skeletal 
Other 

124 12.1% 
18 1.8% 
72 7.0% 
70 6.8% 
83 8.1% 

11. Requested Health Services (n=1022) Frequency Percent 
Blood Pressure 600 58.7% 
Cholesterol 505 493% 
Glucose 238 29.4% 
Physical Examinations 191 19.1% 
Personal and Family Counseling 37 3.7% 
Breast Examinations 142 143% 
Medical Referral 195 192% 
Insurance Counseling 101 10.0% 
Weight Monitoring 246 243% 
Diet Counseling 185 183% 
Exercise counseling 157 153% 
Medication Teaching 90 8.9% 
Pelvic/ Pap Smear 175 17.2% 
Medication Review 68 6.7% 
Ear Wax Removal 279 27.4% 
Other 16 1.6% 
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APPENDIX B: 
Vovafier Recreational 
State of Origin 

State #Sites 

AZ 77 
MI 51 
TX 44 
<D 43 
WA 39 
MN 35 
Canada 34 
WI 33 
CH 27 
CA 26 
NY 24 
IL 23 
OR 19 
NV 18 
lA 17 
NM 16 
PA 15 
IN B 
ID 11 
FL 9 
KS 8 
MD 8 
WY 6 
AR 5 
NE 5 
AK 4 
NJ 4 
ur 4 
a 3 
ME 3 
MT 3 
OK 3 
VT 3 
AL 2 
GA 2 
MA 1 
NH 1 
VA 1 

Vehicle Park 

# Residents Males 

124 55 
100 50 
87 43 
85 43 
74 35 
68 33 
67 34 
64 32 
54 27 
51 25 
47 24 
45 22 
37 19 
34 18 
33 17 
29 13 
27 12 
25 12 
21 10 
17 9 
16 8 
16 8 
11 6 
9 5 
10 5 
8 4 
7 4 
8 4 
6 3 
5 3 
6 3 
6 3 
6 3 
4 2 
4 2 
2 1 
2 1 
2 1 

Females % 

69 12.03% 
50 7.97% 
44 6.80% 
42 6.72% 
39 6.09% 
35 5.47% 
33 5.31% 
32 5.16% 
27 4.22% 
26 4.06% 
23 3.75% 
23 3.59% 
18 2.97% 
16 2.81% 
16 2.66% 
16 2.50% 
15 2.34% 
13 2.03% 
11 1.72% 
8 1.41% 
8 1.25% 
8 1.25% 
5 0.94% 
4 0.78% 
5 0.78% 
4 0.63% 
3 0.63% 
4 0.63% 
3 0.47% 
2 0.47% 
3 0.47% 
3 0.47% 
3 0.47% 
2 0.31% 
2 0.31% 
1 0.16% 
1 0.16% 
1 0.16% 

Totals 640 1217 100.00% 



APPENDIX C: 

Client Subjects 
Males; n=l 1 
Females: n=20 

Marital Status 
Married: n=24 
Widowed: n=7 (6 females, 1 male) 

Ages (Ranee 64-92) 
Average: 72.9 
60-69: n=7 
70-79: n=I5 
80-89: n=7 
90-99: n=2 

RISKQ Scores 
(0^) (S9) (10-14) (15-19) (20+) 
n=6 n=12 n=13 n=l n=0 

CThronic Conditions 
Arthritis: 1 male 
Coronary Disease: 2 males 
Diabetes: 2 males 
Hyperiipidemia: 1 male 
Hypertension: 5 males 

1 female 
3 females 
2 females 
11 females 

Provider Subjects 
Males: n=l 
Females: n=9 

Ages( Range 32-51) 
Average: 37.1 

RISKQ Scores 
(04) (S9) (10-14) 
n=2 n=8 n=0 

(15-19) 
n=0 

(20+) 
n=0 
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APPENDIX D; 

Politics of the Manor at Midvale 

If you have lived more than three years at the Manor, you are 
considered an "old timer". This select group is resilient about transition and 
change. They have seen owners, managers, marketers, dietary staff and 
maintenance workers come and go. Built by L.T. L. incorporated in 1988, 
there have been management and turn-over problems since its opening day. 
Under L.T. L. all decisions were made in Phoenix. On-site managers had no 
control of the day to day running of the facility. This interference caused the 
competent staff to quit. Within two years L.T.L. fired four managers, two 
marketing people and most of the kitchen staff. The original plans included a 
skilled nursing facility adjacent to building three. The land was acquired but 
the project was never started because managerial and flnancial problems 
became critical. The Manor went into bankruptcy in 1991. This was a very 
stressful time for all .While the bank looked for buyers. The Fountains 
Corporation, owners of The Fountains in Northwest, Tucson, was hired to 
manage the facility. During this six month period, I saw improvements within 
the facility. Fountains hired a very competent home health nurse and three 
certified aides for the residents. Building 3 became designated as an assisted 
living area. Potential renters were evaluated for independent living skills and 
those who needed assistance with activities of daily living (A.D.L.'s) were 
assigned an aide. Shelley,the nurse, initiated and supervised individual care 
plans. Our Wellness clinic moved into an apartment on the first floor of the 
assisted living area. When Holiday purchased The Manor from the bank, the 
new owner dismantled most of the assisted living services. Since the same 
frail people were living in building three, there were sad months of multiple 
transfers to extended care facilities and boarding homes. Holiday has tried 
four sets of managers and co-managers to "buff up" the Manor over the past 
eighteen months but the problems with vacancies accelerate. Now the 
regional manager has moved down from Oregon to run the facility. The 
tenants are worried that the vacancy rate will force the Manor to close. Many 
of the frail would require other sheltered living apartments such as the 
Fountains, Broadway Proper or the Cascades. These places are considerably 
more expensive. Therefore, this could mean the end of quasi-independent 
living for many folks. The most frail would require boarding or nursing home 
placements. 



APPENDIX E; 
The Midvale Harmonics 

Valentine Program 1993 

Georgia Bechtel /Kazoo 
Ruth Walter / Kazoo 
Rae Latta / Kazoo 

Tudy Sullivan / Kazoo 
Evelyn Robbins / Kazoo 
Mary Marquez / Kazoo 

Theresa Parrick / Kazoo & Maracas 
Hope Knabe / Voice & Piano 

Rollin Hughes / Kazoo 
Eleanor Hughes / Kazoo 

Bill Green / Cowbell 
Lucille Heald / Triangle 

Eunice Champlin / Chimes 
David Laddey / Wash Tub Bass 

Louise Conatser / Maracas 
Jehu Starks / Indian Drum 

Jan Labate / Doumbek Drum & Kazoo 

Mildred Carey / Piano 
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APPENDIX F: 

Observational Criteria for Disease Causation 
(Gorelick and Kelly 1992) 

Criteria Definition 

Temporal sequence Factors thought to be causative precede the 
events that are regarded as their effects. 

Consistency 

Strength of Association 

Dose-Response 

Collateral Evidence and 
Biologic plausibility 

There are repeated observation of the 
association under different conditions of study. 

The factor is closely associated with the 
disease as measured by epidemiologic methods. 

Increasing levels of exposure correspond to a 
rise in disease occurrence. 

Current knowledge about the risk factor and 
the disease is coherent with scientific information. 

Specificity There is a one-to-one relation between the 
causal factor and the disease. 
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APPENDIX G: 

Epidemiological Terniinology 
(Newell and Vogei 1988) 

Absolute Risk 

This is a measure of the occurrence of the disease, either the incidence of new 

cases or deaths from the disease in the general population. Factors determining the risk 

may not be evenly distributed within the general population and the factors may not affect 

individual exposed to the same degree. 

Relative Risk 

This is a descriptive term used to compare the incidence or mortality among those 

with a particular risk factor to those without the factor. 

Odds Ratio and Relative Odds 

These are estimates of relative risk which are used in case-controlled studies. 

These are calculated in the following manner. 
Disease (cases) No disease (controls) 

Exposure to risk factor a b 
Mo exposure c d Odds Ratio= ad/bc 

Attributable Risk 

This is the measure of the amount of disease in the population that would be 

prevented by alteration of the risk factors. The amount of disease prevented is also 

dependent upon the prevalence of the disease or condition among the population. 

Therefore, if a risk factor was widely distributed, even being at low relative risk status, it's 

alteration could prevent more disease. 



APPENDIX H: 
Risk Factors for Coronary Heart Disease 
(Arensman 1985) 

Immutable 

Age 

Strong (>2:1 increase in risk) 

Hypertension 

Cigarette Smoking 

Total and LDL cholesterol 

HDL (an inverse relationship) 

Uncertain Importance 

Behavioral Characteristics 

Physical inactivity 

Weak 

Heredity ( as an independent variable) 

Obesity (as an independent variable) 

Diabetes Mellitus 

Questionable 

Stress 

Serum uric acid 

Soft water 

Probably Not 

Serum triglyceride 

Coffee 

Dietary sugar 

EHetary animal protein 



APPENDIX I: 
Coronary Risk Factors 
(American Heart Association Medical Scientific Statement 1988) 

Uncontrollable 
Family History 
Immediate family members with heart attacks before age 65 
Male sex 

Caucasian males have 12% higher risk than black males 
Afro-American Females 

11% higher risk than Caucasian females 
Age above 55 

Modifiable. Controllable. Environmental 
Primary 

Smoking 
Cholesterol above 200 
Blood pressure above 140/90 

Secondary 
30+ pounds overweight 
Exercise program less than 3 times a week 
Diabetes or family history of diabetes 
Stressful lifestyle or inability to cope with stress 
Excess Caffeine 
Excess Alcohol 
Drug use ( cocaine, anabolic steroids, possibly birth control pills) 

The following were added (Expert Panel 1988) 
LDL above 160 without other risk factors 
HDL below 35 
Definite peripheral vascular disease 
Definite cerebrovascular disease 



APPENDIX!: 
Cholesterol Levels and Risk 
National Institutes of Health consensus conference statement, 

lowering Blood Cholesterol (1984) 

Age Moderate Risk High Risk 

2-19 over 170 mg/dl over 185 mg/dl 

20-29 over 200 mg/dl over 220 mg/dl 

30-39 over 220 mg/dl over 240 mg/dl 

40 and up. over 240 mg/dl over 260 mg/dl 
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APPENDIX K: 

Summary of the Second Report of the National Cholesterol Education 
Program (Adult Treatment Panel 11) 
New Features JAMA, Volume 269, Number 23,1993 

This represents the updated recommendations for cholesterol management This 

report continues to identify low density lipoproteins (LDL) as the primary target of 

cholesterol lowering therapy. As in the first report, the second report emphasizes the role 

of the clinical approach in primary prevention of coronary heart disease (CHD). Dietary 

therapy remains the first line of treatment of high cholesterol but new features have been 

added. 

1) Increased emphasis on CHD risk status as a guide to type and intensity of 

cholesterol lowering therapy including the following: 

a/ Identification of the patient with existing CHD as being at the highest 

risk and establishment of lower target levels for LDL in these patients. 

b/ The addition of age to the list of major CHD risk factors, defined as 45 

years or older in men and 55 years or older in women. 

c/ The recommendation to delay the use of drug therapy in most young 

adult men and premenopausal women with high LDL levels who are otherwise at low risk. 

d/ The recognition that high-risk postmenopausal women and high-risk 

elderly patients who are otherwise in good health, are candidates for cholesterol lowering 

therapy. 

2) More attention to high-density lipoprotein (HDL) as a CHD risk factor 

including the following: 

a/ The addition of HDL cholesterol to initial cholesterol testing 

b/ The designation of a high HDL as a negative CHD factor 

c/ Consideration of HDL cholesterol levels in the choice of drug therapy 

3) An increased emphasis on physical activity and weight loss as components of 

the dietary therapy of high blood cholesterol. 
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APPENDIX L: 

Blood Pressure Classifications 
in persons 18 and oider 
Report of the Joint National Committe on Detection, Evaluation and Treatment of High 

Blood Pressure (1984) 

Diastolic Blood Pressure 

(the lower of the two numbers) 

Reading 

less than 8Smm/hg 

85-89 mm/hg 

90-104 mm/hg 

105-114 mm/hg 

115 or more mm/hg 

Category 

normal blood pressure 

high normal blood pressure 

mild hypertension 

moderate hypertension 

severe hypertension 

Systolic Blood Pressure 

(the higher of the two numbers with a diastolic of less than 90 mm/hg) 

Reading Category 

Less than 140 nmi/hg normal Blood Pressure 

140-159 mm/hg borderline systolic hypertension 

160 or more mm/hg systolic hypertension 
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APPENDIX M: 
Lipoprotein metabolism 
(Greene 1991, Chapter 19) 

The two major pathways in lipoprotein synthesis and transport are the exogenous 
and endogenous systems. The exogenous path handles dietary lipids. Ingested lipids pass 
through the stomach into the duodenum where it comes into contact wi& pancreatic Upase. 
These lipids are transported into cells in the intestinal wall where they berome 
chylomicrons. They enter the peripheral venous circulation via the lymphatic system. 
Chylomicrons, then, proceed to the arterial system to capillaries where lipoprotein lipase 
in adipose and muscle tissue hydrolyze the triglycerides to fatty acids. These fatty acids 
are ei^er stored in adipose tissue or used in muscles for energy conversion.For lipoprotein 
lipase to be effective, a co-factor (apolipoprotein Ql) from F&L is needed. The 
components that aren't used for storage or energy return to the liver where the 
chylomicron remnants are removed from the circulation. They are used for bile acid 
production or coupled with triglycerides to form VLDL. 

The endogenous pathwav begins in the liver with the production of VLDLs. These 
enter the circulation, are metabolized by muscle and adipose tissue by lipoprotein lipase 
and co-factors. Intermediate density lipoprotein (IDL) is the remains of this process and 
can be used for the production of IJDL in the liver. The metabolic pathway of LDL is 
dependent upon the body's requirement for cholesterol. This can b« up or down regulated 
by the number of LJDL receptors in the liver cells. The remaining LDL passes through a 
non-receptor pathway and is finally ingested by macrophages. Normal cells can produce 
LDL receptors when they need to make cholesterol for steroid hormones, bile acid 
production, or neuronal membrane repair. 



APPENDIX N: 

Study Data (LRC-CPPT and Helsinki) 

LRC-CPFT Placebo Drug 
# males 1900 1906 
Init, cholesterol 280 mg/dL 280 mg/dL 
After 7 years 2T7 mg/dL 257 mg/dL 
% decrease 1% 83% 
# of heart attacks 187 155 
# of deaths 71 68 
Cause of death 

Heart disease 44 32 
Cancer 15 16 
Accidental 4 11 
Other 8 9 

Helsinki Heart Study 
# males Placebo Drug 

2,030 2,051 
Init. Cholesterol 2® mg/dL 269 mg/dL 
After 5 years 272 mg/dL 246 mg/dL 
% decrease 0% 8% 
# of heart attacks 84 56 
# of deaths 42 45 
Cause of death 

Heart disease 19 14 
Cancer 11 11 
Accidental 4 10 
Other 8 10 
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APPENDIX O: 

Testing frequency HDL-C and TG: adults over age 20 (1992) 
Consensus Development Conference on Triglyceride, High Density Lipoprotein and 
Coronary Disease, Consensus Statement, National Institutes of He^th 
February 28,1992 

1) In Healthy Individuals 
Measure HDI^C and TG to determine CHD risk: 10-15% of patients with normal 

TC (<200 mg/dl) may have low (<35 mg/dl) HDL-C. 

2) In individuals with known CHD 
Measure HDL-C and fasting TG to assess risk for progression of CHD and 

development of additional cardiovascular complications. 

3) In individuals with increased TC ( 200-240 mg/dl) 
Measure HDL-C and TG to identify patients who are at low to average risk 

because HDL-C is high and LDL-C is in the desirable range. 

4) In individuals with TC </- 200 me/dl and 2 or more CHD risk factors 
Measure HDL-C and TG to identify possible additional risk, i.e., low HDL-C, high 

TG, male sex, postmenopausal status, high blood pressure, family history of CHD, 
smoking and diabetes. 

5) In individuals with other disorders that may be associated with increased TG and 
known to be associated with increased CHD risk 

Measure HDL-C and TG to refine risk determination, (e.g., diabetes, peripheral 
vascular disease, high blood pressure, obesity, chronic renal disease). 

Cholesterol Screening Summary. Revised Guidelines 1996 
American College of Physicians 
Mitchel Zoler in Internal Medicine News, 4/1/96:1-2 

1) Screening not recommended for men younger than 35, women under 45 except those 
with a family history of lipoprotein diso^ers or at least two risk factors. 

2) Screening is appropriate for, but not mandatory for men aged 35-65 and women aged 
45-65. 

3) Screening is neither recommended nor discouraged for men and women aged 65-75. 

4) Screening is not reconmiended for anyone 75 or older. 
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APPENDIX?: 

Qualitative survey data from Voyager, Green Valley, and Villa Serenas 
n=35 
males= 13 

Average age=68.85 
feniales= 22 

Average age=63.82 

Responses 

Diet comments were often included under both getting and staying healthy. 

Therefore, diets are seen and both prevention and treatment. In most cases, 

the responses were moralistic. Eating "right", "sensibly", "healthy", 

"balanced", "correct" or "properly" were conmion remarks (12). Others 

included 'Vatching" the diet (4), not much red meat (2), hardly any sweets 

(2), non-caffeine drinks(2), eat veggies and fruit (3), "watching" the salt (3), 

trimming off the fat (1), using little oil (1), low cholesterol diet (2), avoiding 

cookies (I), eating whole grains(l), drinking lots of water (I), using minimal 

alcohol (1). 

Tests, seen as a form of staving rather than getting healthy, were included 

under general check ups (4) as well as more specific tests -paps, 

manunograms and dental visits (3). Schedules for testing included both 

annual and twice yearly visits to the doctor, yearly eye exams and six month 

appointments for periodontal care. 

Exercise was mentioned in 28 out of the 35 replies. Replies included Regular 

(14) which implied the timing rather than the type; Walking (10) was 

mentioned along with some specific distances; Swimming (4) was mentioned 

as well. Each of the sites has at least one pool. 
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APPENDIX Q: 

USDA Bulletin 
Sources of Vitamins 
Vitamins U.S. RDA 

Vitamin A 50001.U. 

Vitamin C 60 mg 

Si^ificant Sources 

RetinoUlAWtx, butter, milk, cheese 
egg yolk. Pro-vitamin A:carrots, 

leafy vegetables, sweet potatoes. 

Broccoli, peppers,citrus 

potato, mango, spinach, 

tomato, strawberries 

Major Functions 

Forms skin, mucous 
membranes, increased 
resistance to infections, 
aids visual processes 
and forms visual 
purple, bone and 
tooth development 

Forms collagen, aids 
healing of 
wounds and bones, 
promotes 
healthy gums and 
teeth, increases 
resistance to infection, 
aids utilizations of 
iron 

Vitamin E 4001.U. Fortified dairy products, 
margarine^lsh oils,egg yolks, 
butter, liver, nuts, olives, 

asparagus and spinach 

Antioxidant, protects 
vitamins A, C, fatty 
adds, prevents cell 
membrane damage, 
aids in red blood cell 
formation 
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APPENDIX R 

DEMOGRAPHIC DATA SHEET (Carondelet) 
« 

Kgne of Surgen' 

; List all surgeries you have hadi 

Year or Are 

SOCIAL mSTOIgt 

£=;cl:er7 ____________ 3o you drink alcohol? 

Has your weight changed in the past year? 

-ire you on a special diet? ______________ 

Kov: is your appetite? ___________________ 

Do you exercise? V.'hat kind? 

."r.." c&ny hours do you sleep a night? 

Any changes in sleep pattern? 

Has anyone close to you died recently? 

How often? 

'Ai"lIY SS?ORY! (Do not complete thii| section). 

CV Disease 0 

D.r:. 

j\6Ep. Disease 

_£aotional problems 

_ Substance Abuse 

» 

-0 

••••Duli rs contact in case of energency? 

Helationshir to you 
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APPENDIX K-Continued 

DEMOGRAPHIC DATA SlfEEJ (Carondelet) 

gALTH HI^TOaY 70 .̂'. 

..Ene 
Aidress s~2r-t. y/=race 
.-har.e Date of 3irch Ara 5e:c; ?_ 
"re you ^ •vintar visitar? __________ Zthnicity: HisTanis 21=c!; 

'7hite Wative American 
Asian 

•..'ho is your local Doctor? 

List hospitalicationi •.'here? Vher.?. 

••.eason? ___________________________ 

ncKi do you pay for health care? 

I 

vTs*JT»n^« 

I Do you have or have you ever had any of the following diseasest 

Diabetes for how long? 

Heart Disease for how long? 

High Blood Pressure for how long? 

Cancer for how long? 

Arthritis for how long? 

Depression for how long? 

Anxiety for how long? 

lung Disease for hov/ long? 

Digestive/3owel Disease for hov> long? 

Olaucoaa. cataracts for hov/ long? 

Parlcinson's Disease for how long? 

High Cholesterol/Trig. for how long? 

b you have any other health problems or concerns? 
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RISKQ SURVEY. 
American Heart Association, MEN 

MEN 
1. WEIGHT 

nntf Iht catam for four If* fiaup. Ewyont MMII «mi • (CM si 10 painlt. Vtoik tfoan nw pafl* adtf^ 
titQ polnls to WON OP polnlB frnit yeurwo)*. 

UcMi your nv^M cMigoty in I'M 
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wiQhi 6 
QMV^DRY W 

MlgWinguii D 

SYSTOLIC BLOOD PRESSURE f 
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bWiii 120a 
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WO er grail 

UM0W nM~or "Nghir'nuinbtrkomyeurmM menu bloed pitisw itmnnfmni.» fou no tmr )cur SM prafswc. nttriM* • ()|r u*<v tfw Mtv br )ovr eUfgoT'. n (OUT blood f pranuralt ... \ 
1139 
ltS9 

3. BLOOD CHOLESTEROL LEVEL 
Ut* Kit numbtr tarn your imnt loconf Mootf cMlnMfDt MO. )cu db nor toKmr jeur Mbotf cfMnwrof. tsltmMt t £)'ux*v tfi* iMir ir )Our mUghi etmgarf. If your Wood ehonaoiijl n ... 

4. CIGARETTE SMOKING 
ff)eu... 

lf9orltn 
I bMaoon no «id 84 
bmioiii as ond 8<» 
ZSOorMghv 
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SBwnwg SCORE 
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AOO 1 
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SUBTTUCri SUBTTUCrS 
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ADO 1 
A004 

SUBTRMT2 SUBTRACT 1 
SUBTRWri SUBTRWTI 

WOO AOOO 
A001 AOOO 

(Kyeu mala a pipt. tui net tiiimtmi, uM un» fcora MfuMnwrW « M0M ( _ who inieti Ins thtn • pack t dtf ) I *nolano)a SUBTRACTI SUBTfUCTZ 
imolaMi tion• poek0d^r AOOO SUBTRACT I 
mko(pock• d^r AOOl AOOO 
tmoko mora Mr • poA • dOf A002 ^ A003 

FMALSCOK rnnNALSCORE j EDUALS I I EQUALS 

YOUR 
WEIGHT TABLE FOR MEN 

Look tor your httghl (withoul ihoM) m ttit tarWI cohimn and man raad aooas to IM Ilia eaagory Mo vhieh your vwiQM {In indoor dolhing) would M 

WEIGHT cnCQORr(ta.) 
FT IN A 
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tESSURE 
iSTEIKM. 
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APPENDIX S -Continued 

RISKO SURVEY. 
American Heart Association, WOMEN 

1. WEIGHT 

WOMEN 
Find th* eahimn lor your fivupi Etwrofw Mflt 
wtth I (cof* of 10 poM*. Wtofk de«Ri «w pig* 
ftV poMt to yeur leai* or (uMradkv poMt (ram MOR 

VOUNGER 

(eeUr jOur cMpso'*1M MWr MbK n 
youiitin ... imlgW I.MIQBH A 

urilgW LM>||UI| B 
wvigMeaMganrC 
•nigM cMgofy D 

2. SYSTOLIC BLOOD PRESSURE 
Ut* lf<t Hm" er "Vghtr'numlm ham four mnM 
iKtnf Mootf possuf* nwtsurmwfit ff lev net 
knev yeur Maotf pmsurr. nMiiMr * usinp Mf 
itwr lor your mtighl etHgory. II your Meod 
pitstiira is ... 

inerMtt 
biiwin go wd tss 

I btumn MOind 1S9 
I60argt«ilfr 

snnnNG Hiii 
SCORE L!2 

suBimcrz 
SUBTmCTI : 

AOOI 
A002 I 

Eouus r~^ 
SUBTIUCTZ 
SUBTIUCri it 

ADOO : 
AOOI 

SSOR 
OLDER 

suBnucrz 
SUBTTWCTI 

AOOI 
AOOI 

EQUALS 

SUBTRACTS 
AOOO 
A003 
A0D8 

3. BLOOD CHOLESTEROL LEVEL CI 
t/M Ihr numbfr Irom your most itetM biooti eholnHtel itst. If yeu de nel knar four Ueea 
OxMsmo'. (Stmiw If t)'using Ific iffltr tor your 
MtgM etttgery. n your Mood endtsMtol is ... 

4. CIGARET 
Uyeu 

TE SMOKING-

merltss SUBTRACri 
biMNn 200 ind 224 AOOO 
biti>*fn225tnd249 AOOO 

[ SSOorNghtr AOOI 

EQUALS 

I do nol tmok* SUBTTUCT1 
smeta bn Mn • pKk I dqr AOOO 
sffiaM • pack a d*r AOOI 
smok* inert 1 pack I dar AOOZ 
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* EOUkU 

• 

• 

SUBTRACTS 
SUBTR«Cri 

AOO I 
AOOS 

EQUALS 

SUBTRACT! 
SUBTR«CTI 

AOOI 
A004 

PWAL SCORE 
EOUAU 

• 

• 

WEIGHT TABLE FOR 
WOMEN 

Look lor your htigM (oWioul 
shonI in Via Isr Itfl eokimn 
and Uwi itfd across M and 
tht eaisgory inio «Mch your 

waigM (in indoor cMNng) 
mould Ian. 

vou« 
HEIGHT WEIGHT CffrEGORrObt.1 

FT m A 
4 « up 10 101 102-122 123-143 144plui 
4 f up 10 103 104.125 126-146 147plut 
4 10 up 10 106 107.126 126-190 151 piM 
4 11 up 10 109 110>132 133-164 ISSplui 
5 0 up 10 112 113-136 137.156 156plui 
S 1 up 10 115 116-139 140-162 163plut 
S 2 up 10 119 120-144 145-166 169 plm 
S 3 up 10 122 123-146 149-172 173 pM 
5 4 up 10 127 126-164 155-179 160  ̂
S S up 10 131 132-156 156-165 166 pM 
S 6 4ipie 13S 136-163 164.190 161pluf 
5 7 up 10 139 140-166 169-196 197plut 
S 8 up 10 143 144.173 174-202 203 plm 
S 9 up 10 147 146-176 176-207 806plut 
5 10 UP 10 1S1 152-162 163-213 2t4plut 
S 11 up 10 tSS 156-167 166-216 216 plus 
6 0 up 10 159 160-191 192224 22Splui 
6 1 up 10 163 164.196 197-229 230 plus 

ESTIMATE OF SYSTOUC BLOOD PRESSUHE 

ESTIMATE OF 8L000 CHOLESTEROL 

Baeaus* boOi blood prtt-
aurv and Wood cfiolaslaiol 
aia faMad to iMlQtiL an 
inimaw ol Biaaa risk laaora 
br aaeh naigta ealagoty 
la primad a Via bonom of 

B^n]2eE2I2E3 _ JKJ or morr 
.*1 C>P ?50 or mofc 
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APPENDIX!. 

CONSENT FORM 

Research Partidpant Consent Form 

Before giving my consent to become a participant In this research 
project, the researcher has explained the nature, risks and potential 
benefits of the project to me. I understand that any Information obtained 
during the interview, survey or demographic portion of the research will 
remain confidential and that all identifiers will be removed from the final 
report. 

Signature: 
Date: 
Witness: 

I certify that I have explained the nature, methods and purposes of this 
research project to the above named person. I have offered the answer any 
questions and have answered these questions to the best of my ability. I 
believe that the above person understands what I have explained. 

Signature;. 
Date; 
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